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. The ｳｴｵｾｹ＠ set out to., ｩｮｶ･ｳｴＺｌｧ｡ｴｾ＠ ｲｾ｡､ｾｵｾｴｭ･ｮＺｴ＠ .... to ｟Ｚ ､Ｎｩｳ Ｎ ｾ｢ｩｬｩ＠ ty 
.··o!-1 the ｰ｡ｲｾ＠ of spouses of. stroi{e patients, and .. ｾ ｴｯ Ｚ ･ｬｩ｣ｩｴ Ｎ＠ the 
·.particular pr·oblems faced by .t.he spouse of· an ··· aphasic pa;tient. 
Seventy-n:Lne stroke ·patients and their spouses :· were selected .. 
.from rehabilitation records for assessment. They were classif:i.ed 
firstly ·according .-to the patient's disabili·by: 
ａｰｨｾｳｩ｡＠ without .hE?miplegia 
.Aphasia with hemiplegia 
Hemiplegia without aphasia · : >,. ·. 
Ｍ ｾ＠ ·.· 
.The groups were ｦｾｵｮ､＠ to be closely comparable ·an :demographic 
. ' . 
variables. such ·as age, 'sex ·and social class. ｓｵ｢ｾ･ｱｵ･ｮｴｬｹ＠ they-- were 
ｲ･｣ｬ｡ｳｳｩｦｬｾ､＠ by laterality of ·lesimi. 
. , 
. :1 c 
The ｡ｳｳ･ｳ Ｎ ｳｭ･ｮｾｳ＠ of the spouse included ratll?.gs; of ｴｨ･ｩｾ＠
·personality, ·social -adjustment, psychiatric ｨ･｡ｬｴｾＬ＠ .:a.tt.itude Ｎ ｴ｣ｲｶＱ｡Ｍｲ､ｾ Ｎ＠
the ｐ＿Ｍｴｩ･ｾｴ Ｎ＠ and the disability, · and help· and ｣ｯｾｮｰｮｾｾ ｟ ｡ｴＺｌｯｮ＠ ｰ｡ｾｴ･ｲｮｳ ﾷ Ｎ＠
I 
ｓｰｯＧｾｳ･ｳ Ｎ＠ of aphasic pat:Lents shmv-ed ･ｶｩ､ｾｮ｣･ Ｇ ｾﾷ ｰｦ ｾ＠ ｳｩｧｮｩｦｩ｣ｲｵｾｴｬｹ＠
... 
［ｰｯｯｾｾｲ＠ overa)-1 Ｍ ｾ＿｣ ｾ ｟ ｩ｡ｬ＠ adjustment than spouse's of no:n8,aphasic· :patient's • 
. ｾｨ･ Ｎ［ ＿Ｍｲ･｡ｳ＠ that · were particularly -impaired were ｓ＿ｃｩｾｬ ﾷ ｡ＺＺｮ､＠ ｬ･ｩｳｾ･＠ .' 
• act_ivities, and .marital ｲｾｬ｡ｴｩｏｬＺｊＬｳｨｩｰｳＮ＠ A*-t.hough the areas of work, 
_parental· relationship, and relationship with the ･ｸｴｾｮｾ･ｱＮ＠ :,fa,rnily wex•e : 
. 
ｲ･ｾ｡ｴｩｶ･ｬｹ＠ ｬｾｳｳ＠ ＺｩｭＮｰｾｩｲ･､Ｌ＠ they were also ·frequeptly_.'p!>ob.4-:ematic. 
In the mar:ital area . aphas:i,a· ·appeared to be particularly 
ＬＬ ､ｩ Ｇ ｳｾｰｴｩｾ･Ｌ＠ but marriages 6r all stroke patients wei:·e · characterised-by ·:. 
• ｾ＠ • • • > • 
poor ｣ｯｭｮｩＮｵｮｩ｣｡ｴｩｯｾＱＬ＠ d:i.rb.inished ｳｾＮｸｵＮ［ｕ＠ ｳ｡ｴｩｳｦｾ｣ｴｩｭＱ＠ and ·loss · ,e.f 
.partnership. Social isolation a.+.so affected all . spouses,:·_ but ·more 
;, . Ｚﾷｾｦ＠ .. : ' - -, ｾＭＮ＠ '. 
.. . . -' ｾﾷ＠ _ .. ﾷｾＬ＠ ｾＮ＠ ﾷ ＮｾｾＭ ·-, ---:_ :·· · .. Ｍｾ ｟Ｇ＠ .. 
ｸＬ［ｾ Ｚ Ｂﾷ Ｚ＠ ·· ": \ .  : ..ｾ＠ ... . · .i .. ｾＬ＠ ·••· · ... ［ｾＺ［＠ .. ;::,;:.:: : .. ＬＮｾＮﾷ Ｚ Ｎ＠ ; .•,. ﾷＮＺＬｾＬ＠ . ＺＬＺﾷｩｾｩＮ ｜＠ ;)j:•:. :;.,. ｾＺａＺﾷ［ａＺｩ［［ ｾ ｻｽＺｲｾｩＬｦＡｾｾｾ［Ｎｾｩｾｾｴ［ＺＮｩＱｴ［ｾ€ＺｴＸｾＺｾ［ｯＢｾｾＺｩｩｕＺｊﾧｩｾ＠
ｾ＠ .· .. 
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:> ｾｲｾﾷＯｾＱＭＧｦｮＺＮｊ｜＼｜ｾＺＭｾｾＭ［ﾷ ﾷ ｾ［Ｚｾ ＧＧＢ Ｇｺ［ﾷｾｷ＿Ｌ ｾ ｾＺｳｾ Ｌ Ｌ［［ｴＺＮ Ｚ ﾷ ｾ｜ ﾷｾ ＺﾷｩＺＺﾷＺＺ［ｾＺｩ＿ｾ＿ﾷ Ｂ ＮＢ ｬ ﾷｾｾ ＧＺＮｾｾｳ［ｾ［ｴＺ ｾＺｽＭＧ ［ｲ ｾ［ ｲｾｾｾ Ｚ ｾ＠
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ＮﾷＬＮ ｾｳｰ･｣ｩ｡ｬｬｹ＠ the ｾＺｐｯ Ｎ ｵｳ･ｳ＠ of 'aphasic ·patients·. 
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··.'rhere tv as, a raised, · lncidence o.f· ap:parent neurotic· ､ｩｳｴｾ｢｡ｮ Ｌ ｣･ ﾭ
=Yl all spouses . ｡ｲｩｾ＠ .. again , ｴｨｾｾ＠ was ;more pronounced . amon.gst the ｳｰｯｵｾ･ｳ＠
., 
"'.of ·appasic patients. •':Overprotective and ' un:realis'bic Ｌ ｡ｴｴｾｴｵ､･ｳ Ｎ＠ were · a · 
more c·omrnon response :than re·jection or retril?utive >gUilt . ｾ･ Ｇ ･ｬｩｮｧｳ Ｚ＠ .. '. 
It is . suggested that the.· emotional reactions· o{ the, pa:bient. ﾷ ﾷｾｯ＠
hj.s disability cQ.ff'erent=i:ally affect the ｩｮｴ･ｲｰ･ｲｾｾｮ｡ｬ ［＠ relations and. 
?-djustment of· tP,e spouse: ·the ｬ｡ｴＮ･ｲ｡ｬｩｴｹ Ｍ ｯｦ Ｎ ｴｨ･ ﾷ ｬ･ｳＺｩｰｮ ﾷ ｾ ｰｲ･ｳ･ｮｴｩｮｧ＠
·. ﾷ ､ｩｾｦｾｲｩｮｧ＠ emotional ·:r·eactions to disability. 
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_. ｾ Ｚ ｩ｟ｭｾﾷ＠ .... · Since stroke i;s. Ｍ ｰｾ Ｍ ｩｭ｡ｲ ｟ ｩｬｾ ｾ ＭＭ ｾ＠ ﾷ ､ｾｾ･｡ｳｾ Ｎ＠ of ｾｾ Ｍ ｰｾｾ･＠ and· ｯｬ､ ＾ Ｚ ｾｧ ｟ ･＠ the· 
ﾷ［Ｇ Ｍｾｩｾｩｾｰ｡｣ｴ＠ • of Ｚｴｾ･ Ｇ ｰ｡ｴｩｏｏｴＡﾧｬ＠ ､ｩｳｾ｢ｩｬｩｴｹ＠ Will ｢ＶｲｩｦＮｾｯｮｴ Ｇ＠ the · ｳｰｯｵ Ｚ ｾｫＭ ｾ ﾷＮ ｴｨ･＠
- . ' ; ｾ＠ . ｾ＠ . . ' ) , ,. . ' 
cliildreri ohaving :rilO'st likely moved.:'·out of the family home. 
! • ; . ' . ' • . - ·, ｾ＠
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Ｚｾ＠ Ｍｾ＠
· ＧＴＭｲｩ､ｾｲｳｴ｡ｮ､ｩｲＮｴｧＬ＠ attitude and ab_'il ｩｾｹ Ｍ ﾷ Ｎ ｴｾ Ｍ ｣ｯｰｾ＠ ar··e · crucilil.l in . the 
rehabilitation of the" patient • 
.. ＭＮｾＬ｟ Ｚ ｾ･ｩｮＷ｣ＱＭｴ｡ｬ＠ thei-apists working :in ｟ ｲ Ｎ ｾｨ｡｢ｩｬｩｴＬ｡ｴｩｯｮ＠ ｵｮＢＺｩ ｾｾ ｨｳ＠ are ｩｮ｣ｲｾ｡ｳｩｮｧｬ ｟ ｹ ｟＠
· aware of ·:this -import_ance or" the<spouse in the pat;ientfs .. _reoovery._but . · .: . 
. ｾ＠ . . ｾ＠ . . . •' :· . ·:· . . . ' . . 
ｾ＠ ｾ ﾷ Ｍ ﾷ＠ .. . Ｌ ﾷ｢ ｾ ｨ･ｩｲ＠ .tr.a}n-ing ｾＱＱ＠ eqt.1.ips them: · for dealing with-the psychodynamips ·.df :. · 
• ::-. · .. t . • ::' • •［ ｽＧ ﾷﾷ ｾ ｾｾﾷﾷﾷＺﾷｾ＠ ｾ＠ . • ' - • • •• • • . ·. .. • ' · · . ' . ••• . ; ... ｾＧ＠ •• 
ｾｾｴｮｩｬｾ ﾷ＠ ｾｮ､＠ ,mar:itai life. In ﾷ ｡､､ｾｴ＠ ion1 t_he : .sqo_ial : ｷｯｲｫｾＺｲ Ｙ＠ s ｴ Ｎ ｾｾｩｲ､ｮｧ＠
·:.·-, 
-in the -pa;-t"icular · ､ｩｦｦｾ｣ｵｬｴｩ･ｳ＠ of. the mentally and .Pll!sioally -handicapp.ed 
is -usually very ｳｫｾｴ｣ｨｹＮ＠ ｃｯｮｾ＿ Ｎ ･ｱｵ･ｮｴｬｹ＠ ma1-zy. of ·the ｰｲｯ｢ｬＺｾｲｩｬｳ＠ faced· by 
the ·. spott'se a.re inaqE:quately counsell-ed or : alleviated. Relatives' 
｣ｯｵｮｳ･ｩｬ ｾ ［ｪＮｩＡｧ Ｚ ﾷ ｟ ｧｲｯｵｰｳ＠ are ·bedng -exPerimentaJ_ly used tr.tr.O'!lghou.t : -the 
ｾＮＧ＠ .-:-· . 
. "' ' . . . . . . .. ,. _, 
:.· . 
,.....·.,. 
' couni;ry,. ［ ｢ｵｾ＠ .unfortunately' scant .knowledge - is available'· of the neecls . 
•. 
｡ｮｾ Ｇ＠ vi_ews of the participants. 
. . 
. If ｴｾ･Ｇｨ｡ｮ､ｩ｣｡ｰｰ･､＠ family' is a concept to be considered a.s -a 
｣ ﾷﾷ ･ｮｪ［ｲｾ Ｎ ｬ＠ ·a.rea 1-1hen dealing with chronic disability then. f1..1rther 
knowledge- Ｇ ｣ｯｮ｣ｾｲｮｩｲｩｧ＠ the -impact of specific · stroke syn<:li'omes milst. :qe 
t'. . .• • ·. ,. 
available. Although . certain·· pro?lems have _peen clescrib,ed as .: . ＮｾｴｩｹｰＺｴ｣｡ｩ＠
i:t;l ｦｾｭｩｬｹ＠ crises that result frc)m "chronic illness, the_se" descrj.ptions 
ＬｾＮＬＮＮﾷ Ｎ＠ . ' . •. ' . . 
ｬｩｾｶ･ ＧＺ＠ not included' consideration of situat.iop.s vlfiere . the ·C'lrroriic 
';' . . 
··. _ ... , . ; . 
ｾｴｾﾷ［｢Ｚ＠ .. , ＺＺ Ｎ ＺｾＺＺｩＺ［＠ _ ::: ＺＺＺＺＺＺＺｮＺ｡ＺＺＱＺ Ｐ ＺＺＺ｡ＺＺＺＺｾ＠ ves both' pey::cal :{ .·. . . . ' _·:, ;· : . .. 
.... · .... ﾷﾷ ＺＮｲＺｾＧｬｽｾ Ｚﾷｾ ｦＮｾｾｾｯｷｩｮｧ＠ study a.tt empt·s to look a.·_l; ·. t :he · ､ｩＮｾｾ｢ｩｬｩｴｹ＠ ｦｯｬｬｯｾｩ ｟ Ａｬｧ Ｎ｟＠
• ｾ＠ ｾｾ＠ .-:.: ; > 
it a.ffect ·s the ｦ｡ｭｩｬｹｾ＠
An at.tempt will :he made. _to ･ｶｾＺｊ｜Ｑ｡ｴ･＠ ｴｬＱｾ ＮＭﾷ＠ .sp'eo:i.fic 
. . . .. ' . " , ... :. ｾ＠ . . 
.'' P!'·O_bleihl2?•'9-l?.SQCiat ｾ､ ﾷ＠ ... ｷｩｾ ［ ｨ ﾷ＠ ｡ｰｨ｡ｾｩ｡ ＮＭ ｡ｮ､＠ to cons ｩ､･ｾ Ｌ＠ .. ｷｬ［ｬｾｴ Ｍ ｨ･ｲＺ ＮＭＮﾷ ｴｨｾｳ･Ｎ＠ p:ro"QlfJmS 
': •' . . . ' . . ··.;;--·. . _., . . : . .··. ' . . '•1 . ' ' • .. ｾ ＭＬ ﾷ ﾷ＠ ,' . ,• ' . .· ·; :- ' 
, ... · :·: are m<.);r'e. ﾷ ｰ ｟ ･ｲｶ｡ｳｾｶ･＠ ·and disruptive· t ·han. those, :whic_h · occur with _ot-her 
: ｾ＠ ｾ＠ . 
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II. REVIE.'W OF 'ri-m: ｌｬＧｉＧｅｬｩａＧｉＧｕｒｬｩ［ ｟ ＬＮＬｾＭ
1. Str.oke (cerebrovascular.accident) 
Historical· references to. stroke begin with ｾｨ･＠ writings of 
Hipprbcrates. In Section 2, ·_Aphorism 42, he ｷｲｾｴ･ｳＺ＠ "To cure a 
vehement apoplexy is impossible; and a weak one not easy". He ﾷ ｡ｾｳｯ＠
noted that apoplexy (o.r loss· of ｣ｯｮｳ｣ｩｯｵｳｾ･ｳｳＩ＠ occurred especially 
between the ages of 40 and 60 years and frequently ､ｵｲｩｾｧ＠ rainy weather. 
Curr.ent definitions of stroke (or -c-erebrovascular. accident) have 
:utilize-d the improved knowledg¢ of neurolog;y and cardiology,_ and · 
usually describe a stroke as. a rapidly developed neurological · 
distUrbance, persisting longer than 24 hours, due primarily to disturbance 
.of the blood supply to the brain .. The cause of the symptoms may be ·a 
thrombosis, an embolus, or a haemorrhage (see ｍ｡ｲｱｵ｡ｾ､ｳ･ｮＬ＠ 1969). 
Incidence 
Strokes are the .commonest cause of neurological _disability · ln the 
community as a whole: Harris, Cox and Smith (1971) estimated that there 
were. 13'0,000 people in .Britain. with·· significant impairment from .stroke. 
The · annual incidence of f).cute strokes in Britain lies somewhere . bet'l.veen 
1.8 and 2.0 per thousand popula:tion · (world Health Organization, 1971), 
and new victims within the 250,000 population ｣ｯｶ･ｲ･ｾ＠ by a district 
hospital add about 500 strokes per year. 
There have been a·number of international studies of the incidence 
and .prevalence of stroke (e.g. Eisenberg et al, 1964; Marquardsen, 1969; 
3. 
Acheson and Fairbairn, 1970; Whisnant et al, ＱＹＷｾ［＠ Matsumoto et al, 19rr3), 
0 • 
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and most ｡ｾｴｨｯｲｳ＠ agree that ｩｮ｣ｾ､･ｮ｣･＠ ｳｾ｡ｲｰｬｾ＠ ｲｩｳ･ｾ＠ with ｡ｧｾＬ＠ ･ｾｰ･｣ｩｾｬｬｹ＠
ｾｱｮｧｳｾ＠ women • . ｍｾｲｱｵ｡ｲ､ｳ･ｮｾ Ｎ＠ ＨＱＺＹｾＹＩ＠ in_ hi_s ｬｯｮｧＭｴ･ｾ Ｚ ｲ･ｳｴｲｯｳｰ･｣ｴｩｶ･＠
study o_f ﾷ ｳｾＺｲｯｫ･＠ in. an urban area .in Cet}tral ｃ＼＿ｐｅ＿ＮＡＭｬｨｾｧ･ｮＬ＠ f:otind the Ｍ ｾｧｾＭＺＭ · 
sixth ｡ｾ､＠ ·· seventh decades ｲ･ｳｰｾ Ｚ ｣ｴ Ｎ ｩ＠ vely. 
estiniated _the· incidence of ｴｨ･ Ｎ ｦｩｾｳｴ＠ stroke ﾷ ｴｨｲｯｵｧｨｯｾｴ＠ the .United 
. . 
ﾷ ｓｴ｡ｴ･ｾ＠ to be 1% in the age group 45-54 years ·, ancl 3. 5%· in ·the·: 55--65 year 
ｧｲｯｵｾＮ＠ Acheson and Fairbairn (1970) found ｴｨ｡ｴ Ｎ ｡ｭｯｾｧ＠ stroke ｶｩ｣ｴｾｭｳ＠ in 
the ｏｸｦｯｲ､ Ｚ ｡ｲ･｡ｾ Ｎ＠ England, 9nly 27% were aged less Ｎ ｴｨｾｮ Ｎ ＶＵ＠ years • 
.. 
, .. 
.4 
, ., 
A ﾷ ｲｾｰｯｲｴ＠ from the ｒｯｹｾｬ＠ College of Pp.ysicians . (1964), estimated 
the ｡ｧｾ＠ s-pecific incidence as given in Table 1 • 
.. 
Tahle :··l Incidence of Stroke 
Age Gro-qp ａｮｮｾ｡ｬ＠ incidence -per 
_1,000 ｰｯｰｕｩ｡ｾｩｯｮ Ｇ＠
; 
35-44 _ o.25 
45-54 1.00 
' 
55-64 3.50 
65-74 9.00 . 
75-84 20.00 
85+ 4o.oo 
Between the· sexes some ､ｩｦｦｾｲ･ｲｩｇ･ｾ＠ have been observed. ｍ｡ｾｱｵ｡ｲ､ｳ･ｮ＠
(1969) found that in the lower 'age groups . there is an almost equal 
._-. .: "-
number of men. and women, but· -beyond· 60 years there . ｩｳ Ｚ ［ｾ ｟ ｾｮ＠ excess ·of· women;:-.. · 
. which ｩｮｾｲ･｡ｳ･ｳ Ｎ＠ steag.ily with age. ａ｣ｨ･ｳｯｮ ｾ＠ (1971) -s:lml.larly . fouP;d ｴｾ｡ｴ Ｎ＠ _ 
there is a · tendency for inci'dence.-to be hig}?.er in older · wpmen ｴｾ｡ｮ Ｍ in 
older me.n. This is partially . ｾｸｰｩ｡ｩｮ･､ ﾷ＠ -by th_e· ｨｩｧｨｾｲ＠ ·proportion·· o;f' 
• :. • • • • • ·, ¥ 
. -'-!' 
.... ·· . 
:.··::: 
.\ . ' 
j.· · . '• 
.. : 
c ·•·' ! .·.:.-: :. , j: y: ｾ［ｾﾷｃｩ＠ .. ﾷｾＺｾ＠ ;:: ｾ＠ •.' r; t' , '·.:. ｜ｾ＠ t:·:r (:, : i, ;t.! ::•. •［ｾＬ＠ { • :: :; . ［ｾﾷＢＺﾷ［Ｌｸ＠ ＮｾＧｦ ｲ ｾｲｷＺ｟ﾷｩＮＡＺＬ＠
. .· .. · '> .. ·•' · .. ''·. ··.·' : 
· .... : . 
, _.. - ..... :· ·.\ 
older women in' the population than older. meno 
Marquardsen (1969) further comme!lte.a on the ·· sex r 'a·tios ·.among 
patients who were ·. referred . to neurological units· or .t _? rel1€!-'Piiita.tion 
. ... ·.; 
centres as opposed to long .... term geriatric cent_res. He , found .that 
patie'nts referred to the former units tended to be younger . and 
. \, ｾ＠ ' . 
predo1ninantly · male. This finding is corroborated by Smith et al (1976) ｾ Ｎ＠
in their stroke study at North1vick ·Park Hospital, Hari'ow. They found ﾷ ｾ＠ · 
that out of the initial 75 survivors who· were suitable·· for intensive 
rehabilitation, 65% were male and 35% were female - a ratio of almost 
2:1. Somerville (1974) found similar. figures , among those r -eferred to 
an intensive rehabilitation centre in Camden ,- this time· the ratio was 
316 male .patients ·to 128 female patients .· (5:2). · Mes·Ererli (1976) 
. . . 
reports an ･ｶｾｮ＠ greater over-representation of male apha'sics in the 
clinical situation (44 males to 9 females or almost 5:1). 
Thus, although there is no marked a.·ifference in incidence rates 
between -:tl.le sexes,· any series of stroke patients ｳ･ｬ･ｾｾ･､＠ from a 
rehabilitation centre will incorporate a marked predominance .of male 
patients. This is partly explained by the selection criteria set for 
patients suitable for rehabilitation and· also by the fact· that more 
females than males are ｴｲｾｮｳｦ･ｲｲ･､＠ to ｬｯｮｧｾｴ･ｲｭ＠ geriatric care · 
(Marq_uardsen, 1969 )". This is mainly because . the female group of 
patients tend to be older and more often living · alone. 
Mortalit:;y 
The· survival ｲｾｴ･＠ observed by different authors in populations 
widely varying in size and from · o.ifferent .. parts of the world, is not . 
consistent (see Eisenberg, 196,lt; ｍ｡ｲｱｵ｡ｲｾｦ＿･ｮＬ＠ ＱＹＶＹ［ Ｎ ａ｣ｨｾｾＡｂｰｮＬ＠ 1970; · 
.. . 
"t".c' ·-t 
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Ｚ ｮＺ Ｚ ｳ ［ ＺＺＺｩＺＺｬｾＺｾＺ Ｙ ｩＺ［＠ ｶＺｩＺＺＺＺｾＺ Ｚ＠ ｩＺ Ｙ ＺＺ［ｲＺＺＡｾ Ｑ ＺＺ Ｇ＠ ＺＺＺｾｾｾＺＺＺｲＺＺＺＺＺｲｾ［Ｚ Ｚ＠.· ｾＺ ﾷ ﾷﾷＮ Ｇ＠..• Ｂｩｴｾ ｬＮ ｬＬＬ＠
｡ｲ･｡ＺｾＬ＠ ｾｰｲｯｶ･ＹＮ ﾷ＠ .. facilities'·· for ﾷｾ ､ ﾷ ｩｦｬ［ｾｮＮ＿ｳｩｳ＠ ,, ＺＮ ｢ｾｾ Ｚ ｴ Ｎ ｾｲ ﾷ ﾷ ﾷ ｊｳ･＠ ｯｦ ﾷＭ ＮＭ ｾ Ｚ ｾＱ＿ＹＺｕｲ｣･ｳ＠ ·for·,. . \1 
::' .:::.:J 
• Ｍ Ｍｾ＠ •. i. . 
iriteris.ive ·care ｡ｾ､ ﾷ＠ .other. ｦ Ｎ ｡｣ｴ Ｎｾ ｱｲｳ＠ \-rhich· mE;Ly ,. .int:IV.ence mort'ality ｲｾｴ･ｳ＠ · 
. .. ｾＭ . I . .. ! . ｾ＠ ｾ＠ : ｾ＠ . .. . , 
·over the: years. . -... ｾ＠ ' ｾ＠ ': . ｾ＠ • {: • > ;• 
. : ｾ＠ . 
. . .. ., . 
·However, it ｾ･･ｭｳ＠ that ab_c;:>ut half of ·the victims of ｳｴｲｯｾ･＠ fail 
ｾﾷ＠ .,., ': : . ( ... . <·. . :; .\ ·. .:. ... . . . ·: . . :'. · .. : . ·, 
ｾｯ＠ survive ｴｨｾ＠ onset 'by more .. than . a ｦ･ｶｲ ﾷ ｷｾ･ｫｳ＠ · ('iedd.ell; ＱＹＷｾｾ＠ ｴｾ＠
,,· < ·_. 
ｍ｡ｲｾｵ｡ｲ､ｳ･ｮ＠ (1969) calculated.. t .he .overall ;m'ediap.· slttviv-al;' ra:te at 
., ·· 
3 • 5" yearS ｾｧ｡ｩｲｩｳｴ＠ _.an expected·:; sm:vival of mOJ;'e Ｇ ｴｨｾｩｬ＠ )_Q Ｍ ｾ ﾷ ｹ･ｴｴｲｳ＠ in a 
,C;<?ffi,Pt:t:rablE: ｰｯｰｵｬｾｴｩｯｮＮ＠ For i'irst stroke.s ｢ｾｦｱｴＬ･＠ age 66 years :,. 
ｆｵｧ Ｎ ｬＭｍｾｹ･ｲ＠ · (1975} ＺＮ ｾｳｴｩｭ｡ｴ･､＠ that halr.::.:·survival time· is · Ｖ ｾ＠ years. There 
ｾ＠ > I ' 0 ' 
, . . . r. 
is . ｧ･ｮ･ｾ｡ｩ＠ :·agreement that survival ｾﾷ ｲ｡ｴ･ｳ＠ are < higher ·.with ｰ｡ｴＺｬｾｮｴｳ Ｇ＠ ·in 
ｹｯｾｧ･ｲ＠ age groupf? (Marquardsen, ｾＹ Ｍ ＶＹ［＠ ｐｾｩｮ･｡ｳＬ＠ -19'71, ｍ｡ｴｳｾｯｴｯＬ＠ 1973). 
The differenca, in overall :mortality. between the sexes;· vrith 
ｨｩｧ［ｨ･ｾ＠ ｭ ﾷ ｯｲｴ｟ｾｬｩｴｹ＠ for males, is in ｟ ｡ｧｲ･ｾ･ｮｴ＠ with. most ｾｵｴｨｯｲｳ Ｇ＠ Ｈａｾ｡ｭｳ＠ · 
Ｍｾ＠ - . Ｎｾ＠ . .: 
et ｡ｬｾ＠ l96f; Pea.cock et al, ,1972; ｍ｡ｴｾｵｬｮＮｯｴｯ＠ et al, ·i913). 
"\ . ｾＮ＠ ' ｾ Ｍ ｾ Ｎ＠
2 • . Disability · follm.ring ·a Str.oke 
.. 
As pr'eviously stated; ·strokes are · the commonest cause of 
ｮ･ｾｯｬｯｧｩ｣｡ｬ＠ ､ｾｳ｡｢ｩｬｩｴｹ＠ in the · commlinity ｡ｾ＠ a whole. About half of 
ｴｨ･ ｾ Ｍ ｰｾｴｩ･ｮｴｳ Ｇ ､ｩ･＠ \vithin the · f''irst fevr weeks., . and of' the: survivors one 
third· vrill ＮＭ ｲｾ｣､ｮ＠ deperid:ertt and:,. ｢･､ｦ｡ｳｾＧ＠ :another third 'will have same . 
degree ｟ ｯｦＮ ＮﾷﾷＧ ｩ･ｾｩ＼［ｬｵｾｬ Ｍ Ｎ ｦｴｩｐＬＮ｣ｴｩｯｮ｡ｬ＠ incapS:c:ity ,.: Ｎ ｾ･｡ｶｩｮｧ Ｎ＠ ｯｾｬｹ＠ a third who . 
. . . 
will Ｚ ｲ･｣ｯｖＺｾ［＠ ··(British Medical. ｾ Ｎ Ｙｾｦｮ｡ｬ［＠ · ｩＹＮＷｾＩＮ＠ .,l' \ 
.·. 
ｾﾷ＠ ｾ ﾷ＠ .. 
·.· ｾＭ.. 
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ｔ Ｎ ａｾｾ Ｇ Ｍ ｩｳ＠ ｾｨ･＠ co:rmp.0nest sequela .-:9f ｡ ﾷＺﾷＮ ｾｴｾｯｫ･ｾ＠ ＺＮ ｔｨｾ ﾷﾷＭ ｾ Ｎ ･ｾ Ｎ ｾ＠ ｾＢｄＺ｝ＺＩｬｩ･ｳ ﾷ Ｎ＠ a ·' 
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·unilateral paralysis or pai"esis of ｴｾ･＠ ｾｯ､ｹｾ＠ Iri ｍ｡ｾｱｵ｡ｲ､ｳ･ｮＧ＠ s· ｾｴｴＬｴ､ｹ＠
· ·a·3 ｾ＠ 5% . 9f.-.the· males and 86 ｾ＠ 7%:" of' the Ｎ ｦ･ｲｮｾｾｾｾ＠ .we:r.e· ｨ･ｩｲｩｩｰｾ･ｧｩ｣Ｎ＠ · This · 
'"1,· ｾ＠
Qbse;vatioJ;J. re9einbles · those made'··by ｗ･､､ｾｬｬ＠ (;1.974') , _ ｾｨｩｬ･＠ Jaylonis .. et 
.. . . ( . - ' ' ' . . . . . ' . . : . 
al. (i970) ·in a ｣ｯｮｳ･｣ｵｴｩｶｾ＠ s·eries ｾ ｯｦ＠ ｳｴｲｯｾ･＠ ·patients admi:tt·ed· to 
. ' ' 
p.ospital found 65.% with hemiplegia, . · Fugl-Mey.er ,. ＨＱＹＷＵｽ ｾ＠ .also found · 65% . 
ｾ Ｇｉ＠ ; • 
or his : series had hemiplegia. · ｖ｡ｲｩｾｴＧｩｯｾｳ ﾷＬ ｩｮ＠ ｴｨ Ｇ ･ｳ ｟ ･ ﾷﾷ ｯ｢ｳ ﾷ ｾｲｶ｡ｴｩｯｮｳ＠ may 
·· be due :to .:the <!iffering Ｍ ｳ･ｮｳｩｴｾｹｾｴｹ＠ of the scal·e·s used to detect 
. . 
hemipiegia. , Natural recovery ｳＭｾ＿｡ｲｴｳ＠ ·ar:ter ｾ＠ few days · and may cont±hue 
for up to ｾ･ｶ･ｲ｡ｬ＠ · years, leaving . the patient wi t ·h a '1...-ide spectrum or · · 
impairment. It is generally. acqept'dd that the highest rate of ｲ･｣ｯｶＺ Ｎ ｾｲｹ＠
occurs within the first three months. 
Aphasia 
This is another common accompaniment t ·o stroke and is ｯｦｴｾｮ＠ the . 
. . 
most disabling sequ_ela. · ·Aphasia;- can be described· ·as a . loss or 
ｩｭｰ｡ｩｲｮｩｾｮｴ＠ of language caused by damage to the dominant · ｨ･ｭＮＭｾｳＺｰＺｑＮ･Ｚｲ･ ﾷ Ｎ＠
ｍ｡ｲｾｵ｡ｲ､ｳ･ｮ＠ ( 1969) observ·ea. ｡ｰｾｾｳｩ｡＠ in ｡ｰｰｲ ｾ ｯＺｫＮｩｭ｡ｩ･ｩｹ＠ · bne·. tllird ·of Ｚ ｊｪｾ･ Ｎ＠
total number of immediate surviv.ors. These. figures ag·r ·ee. with ·· tb;ose 
. . -: "• . · ·: . . 
9f Thygeson ,et al (1964), who also fC;mnd · ｴｨｾｴ＠ .. ·over · two -thir9.s>"of patients 
｟ ｳｴｩｦｦ･Ｚｦｩｾｧ＠ a hemiplegia involving the prererred- side had an apb,as_ic 
impairment. Brust et al (-1976)_ studied 85? ｾｴｲｯｫｅ＿ Ｌ＠ ｾ｡ｴｩ･ｮｴｳＮ＠ ｾｮ､＠ found 
that 177 ( 21%) had aphasia 'in the-' acute stage and the ﾷ ､ｩｦ＿ ｟ ｾ｢ｩ＿Ｍｩ＠ ty was 
:i,nitially moderate or sever.e in ＷＵＥｾ＠
. .. Language ·ais<;>rder is at_ its greate!:!t · ｾ･､ｩ｡ｊ｣ｾｬｹ＠ ·foll9wing -the 
ｳｴｲｯｫｾＮ＠ There is· remarkab'ly. ﾷｬｩｴ Ｎ ｴ Ｍ Ｑｾ＠ ·infornia:tiop. on the · ｮ｡ｴｵｲＧｾｬ＠ history 
. ' 
of' ｡ｰｨ｡ｳｩ｡ｾ＠ Vig;riolo ( 1964) sUggest§ that ··the ｩｮｾ Ｇ ｳｴ Ｇ＠ ｳｩｧｾｩｦｩ｣ Ｇ ｡ｮｴ＠
sponta1;1eous changes occur petween ｾｷｯ＠ and< six months after the stroke. 
Further disabiiitie.s 
. . . 
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t 
\ 
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ｾ［ｙｭｰｴ｢ｾｮｳ＠ are common • .- .Very often changes .. in respons .. e td sens.ation are 
. present. The J:.emiplegic may show dulled· respc;mse to. touch, temperature 
:.:·., 
: ' 
·. · 
;·· : 
t·:.: ｾ＠
. . 
....... ,. .. 
ｾ＠
· and··pain on the affected side. Vision and ｨ･ｾｾｾｮｧ＠ may . be Ｚ ｩｭｰｾｾｲＧ･､Ｌ＠
ｐＮ Ｎ ｾｾ｡Ｚｩｬｯｰｩ｡＠ being·· one of the common: visual disturbances. Minor 
·personality changes, irritability, ｬ･ｴｾ｡ｲｧｩ｣＠ states· ana· lapses in. 
memo+Y and judgement may occur. 
· T.raterali ty of :the lesion 
This .is I_loted in the literature as affecting the ultimate 
ﾷＺ ｡ｩｳ｡｢ｩｩｩｾｙ Ｍ status of the ｰ｡ｴＮｩ･ｾｴ＠ (e.g. Knapp, 1959, Brit_ish Medical 
Joitrn.al, 1976). : Marquardsen (1969 )· observed that right';.:..sided cerebral 
lesions seemed to carry a less: favourable prognosis th:an left:-sided. 
lesions, probably because of accompanyi!lg defects in visuo:m,ot.or, 
t .em:Pbral and spatial concepts. He also noted that not even the added 
handicap of aphasia redressed the balance in :·favour of . right-sided 
c·erebral lesiqns, and the following fact6rs w·ere more often associated 
with right ｨ･ｭｾｳｰｨ･ｲ･＠ than with left hemisphere ｬ･ｳｩｯｾｳＺ ﾷ＠
··persistent ·mental ､ｩｳｴｵｲ｢ｾｮ｣･ｳ＠ (including anosognosia) 
paralysis of conjugate occular movement·. 
absence of improvement during the 'stay · in hospital. 
Hurvitz and Adams (1972) dtscussed ｾｨ･＠ .influence. ·of spec-ific 
handicaps on .: rehabilitation after . stroke .and .:emphasised that . in their 
ｾｬｩｮｩ｣｡Ｎｬ＠ experience' patient.s ｷｩｾｾ＠ right cerebral lesions ｾｯｲ･＠ often: 
.. 
. ·show constructional apraxia· and ｶｩｳｵｯｾｳｰ｡ｴｩ｡ｬ＠ dfff'ic:q.lties. Taken as a 
group ' they do 1ess well thau".·.patientE? with left Ｎ ｢･Ｚｲｾｬｬｲ｡ｬ＠ les;iop.s, · 
. .. 
including thbse with aphasia. They also::emphasized '.that Ｎ ｡ｮｯｳｯｾｮｯ Ｎ ｾｩ｡＠
Ｎ ｾｳ＠ found' almost ·exclusively in right cer.ebral' ｬ･ｳｾｯｮｾ ＺＺＮ｟ ｩｰ＠ ｡ｳｳｯｾｩ｡ｾｩｯｮ＠
'with senso:r;-y deficit. Explicit denial of the hemiplegia and. ' 
'-·. :- :.; • • • ·-- .• : • \ • • • • < .. ﾷｾ＠ • • - • . • • ' . · ; • • • .' 
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. deiusionary .descriptions of the left limb ﾷ ｡ｬｷＭ｡ｹｾ＠ c·arri;ed_!> . i.n 'their . 
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0 , . ,;1 ｯｰｾｾ Ｍ ｾｯ Ｎ ｮ［ Ｎ＠ a Ｍﾷ ｾｯｯｲ Ｌ＠ P.r?gnosis for Ｍ ｾ･｣ｯｾ･ｲｹ Ｍ ｾ ｾｦ ＭＭ ｩｮ､･ｾ ｟ ･ｰ､･ｾ｣ ｟ ･ｾ ｯ＠ . :1 
. ..... • .·: .:t' : . • ·• - . • } • • ｾ＠ • . ｾ Ｍ • ｾ＠ ... ｾ＠
, ｌ･ｾｮｲｩ＠ et al ( 19'7 5 } , in ail fnvest:i;gati.On fr ｬ｜ｬｾｃｴｩ［ｯｾｬｪｬ＠ ｯｾｴ Ｍ ｾｾｾ＠ . . ' , , ｾ＠
Or ｩｩｾ＠ ｳｴｲＶｾ･＠ patients, round that ｡ｾｏｮｧｳ Ｌ ｾ ＭＮ＠ iM· kedical items :ou,ild -to · .. . , "'. · d 
｢･ ｾ＠ of ｰｲ･ Ｇ ､ｩＧ｣ ｟ ｴｾｹ･ ﾷ＠ yalue, p'atients ｾ ｷｩｾｨ＠ .. ｟ ｾ Ｍ ｩｾｰＮｴ Ｎ＠ cerebraJ;: ｬ･ｳｩｯｮｳ Ｚ｟ﾷ ｨ｡ｶ･ ｟ﾷ ｬ ｟ ｾｾﾣＺＱ ﾷ Ｎ＠ _ :- ::·· . --.: ·' 0 
0
] 
- 0 ' 0 > - 0. ,· ,,'o ... ' ; ' -· · · ,. j 
ｦ｡＾ｶＺｾｵｲ｡Ｇ｢ｩ･Ｚ＠ ｯ ｯｵｩ｣ｾｭ･ｳＮ＠ ａｲｩ､･ｲｾ｟ｳｭ［ ﾷ ﾷ＠ T. R· ; et ··a,'i ( 1974) als'o noteQ. that 0 -_./ 
L . ..·. . ｾ＠ :.? 
ｰ･ｲ｣ＱＹｰｴｵ｡ｬ ｾ＠ loss ,(colm_nonly ｡ｳｳｯ｣ｩ｡ｴｾ｣Ｈ＠ vrith' right ｣･ｲ･｢ｾｾｬ＠ ｬ･ｳｩｯＺｮｳ ｯ ｴＧ｜ｾ｡ｳ＠ · 
< of ; ﾷ ｾ＠ ;. 
. ·;: ' ; . ..... 
an 'iiP::p'ortal;t Ｚｰｲ･ｾＮｩｾｴｩｶ･＠ ｦｾ､ｴｯｲ Ｚ＠ ｡ｾｳ Ｎ Ｖ｣ｩｾｴｾ､＠ with P90r. functionf;il . ｏｴｬＮｴＹ ｟ ｾ･Ｎ＠
Knapp :.{ ＱＹＵｾｮ＠ emphasi_zed tl1at ＮＺ ｾ Ｇ ｬｩ＠ ｲｾ Ｍ ｧｨｴ＠ ｣･ｾ･｢ｾｾｬ＠ ｬ･ｳｩｯＬｮｳ ﾷ＾ ｾ･ｲｩ｢ｾｳ＠ Ｚ ､･ｬｾ｢ｾ ｯ ｳ＠ 00 
·" .... ' 
ｾｾｳｴｲｾ｣ｴ ＺＺ＠ Ｚ ｧ･ｮ･ｲ｡ｩＧｩＧｾ Ｚ ｡ｴｩｯｮＬ＠ fuay ｯ ｣ Ｎ ＸＮｴｩｩｳ･ ﾷﾷＬ ｭｯｲ ｾ ｾ＠ Ｍ ､ ｾ ｩｦｩｩ ｾ ｣ｵｬｴｹ＠ ｩｾ＠ ｲ･｢｡［ｾＺｬｩｩｴ｡ｴｩｯｮ＠
• • Ｍ ｾ＠ !> • • • ·, ' :- .• .. • 
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witf.:t: ＺｲｩｧｬＺＡＮｾ＠ Ｚ ｾ･ｲ･｢ｲ｡ｬ ﾷ＠ lesions showed a better ｩｭＺｰｲｯｶ･ｭｾｮｴ ﾷ ﾷ＠ than those·. with · · 
ief:l::; ｣･ｲ･｢ｲ｡ｬｬ･ｓｾ＼＿Ａｦｓ［＠ the_ ｾｩｩＬＺｴｨ Ｎ ｯｲｳ＠ .. as6ribed -the Ｎ ､ｩｾｦ･ｲ･ｮ･ｾ Ｎ＠ ·tO the 
ｾｯｭｲｩｩｵｮｩ｣Ｇ｡ｴｾｯｮ＠ difficulties .that:' were :present in the ｬ｡ｴｴ ＬＮ ｾｲ ［＠ g:t:;oup. 
ｑｴｨ Ｚ ｾｴﾷ ﾷ ｡ｵｴｨｱｲｳ＠ ·(Mahoney· ·and Barthel, 1954; Thygeson et a:i', · -196'4)-.woere 
unable t ·o . demonstrate ｾｮ＠ as_socia£io:n · between the ｾｾ､･＠ of: th'e lesion arid 
To ｳｾ｡ｲｩｺ･Ｌ＠ ,p.amage ·to the · ).eft cerebral ｨｾｭｾｾｰｨ･ ｟ ｲ･ Ｎ＠ ｩｳ ｾ＠ very often 
asosociitted. with ·.l _oss of· ｹ･ｲ｢｡ｬ Ｎ ｾｫｩｬｬＮｳ Ｎ＠ so that there is the cbmmo;n 
concurrence of' right hemiplegia ·.with ｡ｰｨ｡ｾ､｡Ｎ＠ ｄ｡ｭ｡ｧ･ ｾ ｴｯ＠ ·the . right ·" 
｣･ｲ･｢ｲｾｩ ﾷ ｯ＠ ｨｾｰｬｩｳｰｨ･ ﾷ ｲ Ｇ ･＠ appear-'s: ＭＭ ｾｯ ＮＺ ｾ･＠ commonly ' ｾｳｳ Ｇ ｯ｣ｩ｡ｴ･､ ﾷＮ ｷｩｴｨ＠ loss of 
visumotor, ｴ･ｾｰｯＺｲＺ｡ｬ＠ ·.and spatial· con;c·epts; ·. ｔｾ･ｳｾ Ｎ＠ ､･ｦｩｾ ﾷ ＺｩＺｴｳ＠ when· 
Ｍｾ Ｎ Ｎ＠ ｾ＠ . ｾ＠ ... . . . . . . ' . . . 
. : : : ... 
cqmpounded __ 1-iith ｨ･ｩｮｩｰｬ･ｧｩ｡Ｌ ｾ＠ tend· to:· ｾｾｳｰ Ｎ ｯｮ､＠ less well to effdrts_ · of 
. . . ｾ＠ ... · . ｾ＠ . : ·.; \.• . . -· ., . . 
I _. • ' 
rehabilitation. ｾ Ｇ ｈｯｷ･ｶ･ｲ ﾷ Ｌ Ｚ＠ Ｍ ｴｨ･ｳ ﾷ ｾ＠ genoeraliz_·ed ｳｴ｡ｴ･ｬｮＺｾ ﾷ ｮｴｳ Ｚ＠ .. of f'uncti9nal J' 
", .· · 
outcome O:f. Ｇ ｳｴｲ Ｎ ｾｫ･＠ Ｍ ｾ･ ＭＧ＠ made Ｎ ｯｮｾｹ Ｎ＠ within the Ｍｬｾｮｯｾﾷｲｬ･ｾｧｾ Ｍ Ｍｾ ｾｨ｡ｴ＠ :hemisphere 
. ｾｾ＠ r·\'.: -: ·'. . . : . ." . · ｾ＠ ._ ':. . . : : . . • ｾ Ｎ＠ . . ·... ｾｾ＠ ｾﾷﾷＴ＠
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function Ｍ ｩｾ＠ the brain is still qei'ng . ･ｸｰ･Ｚｲｩｭ･ｾｴ｡ｬｬｹ＠ ｳｴｾ､ｩ･､Ｎ ﾷ＠ .: · ｔｨｾ＠
ｲ･ｬ｡ｴｩｯｮｾｨｩｰ＠ pf Ｎ ｾｯｭｩｮ｡ｮ｣･＠ :and : }?.enlispheric . function is ｭｯｾﾷ･＠ complex 
t ·han can be dealt with adeq_uateiy in ｴｨｩｾ＠ review· and will be left .a,t 
this point (see ｢ｩｾｯｮ､＠ and Beaumont, 1974). 
:P§.ychiatric. ·se·quelae ., ! . : 
"I; Ｚ ｨｾｶ･＠ been ｳｴｲＱＮｩｧｧｬｩｮｾ＠ with .. the nothingness" ..: words ·written by . 
Stendhal ·after-his f:lrst stroke : in -1841_, one ｹｾｾ＠ ,before · ｨｩｾ Ｎ＠ ·second and 
final attack. 
Undoubtedly, the reaction of the patient to the stroke dl.sability ·· . 
will significantly affect -his eventual functional, outcome·. and also the 
behaviour· ｯｾ＠ his family. The literature concerning ·the ｢･Ｌｨｾｾｩｯｵｲ｡ｬ＠
changes following . rion-cer.ebral ｾ＿ｲｯｮｩ｣＠ illnesses is .Jast but "in this 
sectibn only t _he literature relating to .stroke illness 1-rill- be 
considered. However, it . is · rel,evant to ment:L'on that recurrent theme$ 
running ｾｨｲｯｵｧｨ＠ the associated literature are deniai of ' illness ·and 
ｾ･ｧｲＮ･ｳｳｩｯｮ＠ to childish behaviour (Storr, 1960'; Wright, .· l,.9q0). 
\' 
Espmark (1973 ). c.ommented ·that · only sparse information is -:available :· 
from the literature on the individual's. ·psychological reactiO:n- to 
e:;cp·erience of ｢･ｩｮｾ＠ suddenly paralyzed from stroke. The st'll:dies mainly 
､･ｾｬ＠ with the behavioural changes from a ｮ･ｵｲｯｬｯｾｩ｣｡ｬＭｯｲｧ｡ｮｩ Ｎ ｣＠ point of 
view. ;Espmark :evaluated info:r;:mation 'from, ｰｳｹ｣ｨｩ｡ｴｲｩ｣ ﾷ ｾｮｴ･Ｚｩｷｩ･ｷｳ＠ with -· 
. ' . _, .· . . ' • .- · 
52 · ｾ･ｬ｡ｴｩ＠ vely. young (50 years or .less) . stroke ｰ｡ｴｩ･ｮｴｾＬ＠ . : 'Yli th·._ regard to . 
ｾｨ･ｩｲ＠ later psychological ｲ･｡Ｎ｣ｾ Ｎ ｩｯｮｳ ＭＭ and· readjustments •.. ' .. Depre·ssions 
'were ｾ･ｰｯｲｴ･､ﾷ＠ in 75% of the ｣｡ｾ･ｳ＠ -and ｶ｡ｲｹｾｲｩｾ＠ state's ·.o:r ｡ｾｩ ﾷ ･ｴＬｹ＠ were 
extrei:r1ely Ｇ ｾｯｭｭｯｾＮ＠ . . Six patie·nts showed. paranoid reac·ticins , :·;an<I. ·sev.er.al· 
., . . ｾ＠ . " . . - . . ; .. 
others ·. a· more or less reaJ.is'tic' . fear . of being observed·. '· An: overall · 
.. •.' .. 
ｾｾｾＫｷｾｴｴｩｯｮ＠ of the pE?,ychologj:caJ. ｾ･｡､ｊ Ｎ ｕＺｾｾｾ･ｮｴ＠ ｾｨｯＭｶｲ･､＠ ｪＮｴ ＭＮ ｾｲｾｳ ＺＭ Ｎ ｾ Ｎ ｾｩｧｨｴｬｾ ﾷＺ＠ ｾ Ｇ Ｎ＠
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d.isturbe_d in 10% arid poor . in :79%·" 9f the ｰ｡ｴｩｾ Ｎ ｮｴｳ＠ • 
. ; 
J?avidsqn ＨｾＹＶＳＩ＠ discusses':yari.ous einotihmil reactions frequently 
. . ｾ＠ , . . . . ., ｾ＠ . .. ... . . 
,obs:erved in ｾｾｲｯｫ･ ＬＮ＠ ｰ｡ｴｩｾｮｴｳ Ｎ＠ and mentions ｡ｮｧｾｲＧ＠ . ､･ｰｲ･ｰｾｩＧｯｮ Ｚ＠ ｾｮ､＠
ins-ecurity. Fisher (1961) also looks at the reactions · ｲ･ｰｯｲｴ･､ｾ Ｎ＠ He 
st_ates . that of' these' depression- iso the most ｣ｯｾｯｮ＠ and'. ｰ･ｲｳｩｳ Ｎ ｾ･ｮｴＧ Ｇ＠
and is often ｡ｳｳｯ｣ｩ｡ｴｾ､＠ with ·. guil't_. ,and·,· loss ·of self· · ･ｳｴ･ｾｭＮ＠ · Ar.:Jciety 
1-ras also found as a ｾ｡ｭｭｯｮ＠ ｲ･ｾ｣ｴｩｯｾ＠ .;,:. it ｣ｯｾｬ､＠ Ｍ ｢ Ｎ ･ Ｎ ｲ･ｰｲ･ｾ Ｍ ｾ･､ Ｎ＠ ffom 
conscious awareness or converted into an, ｨｹｳｾ･ｲｩ｣｡ｬ＠ ｳｹｭｾｴｯｭＮ＠ He also . 
· ｭ･ｾｴｩｯｮｳ＠ ､ Ｎ ｾｮｩ｡ｬ＠ of disability and the 'catastrophic reaction" ·- a 
patient vrith brain damage .. when -confron"t1ed with a problem ,which he 
cannot · solve becomes- suddenly anx:l.<?us·, . agita:t;ed and .. may · appear dazed, 
:r·. '"' 
·The catastrophic ·reaction was ｣ｯｮｾｩｾ･ｾ･､＠ by: .Goldstein (1948_) as a-
serious arid frequent·. sig:p. of the brain-damaged indi ｶｩ､ｵｾ ﾷ ｬＧ＠ s inability 
ｾｯ ﾷ ｣ｯｰ･＠ with the frustrations of his disability. 
Fisher notes that the psychological reactions. of ｡ｾｨ｡ｳｩ｣＠ ｰ｡ｴｩ･ｮｴｳ ｾﾷ＠
are generally ·more intense, especially in those, ｰｾＭＺｴｩ･ＪｴＡＳ＠ · ｷｾ､＠ have 
depended on mental activity and .verbal ｣ｯｭｭｵｮｩ｣｡ｾｩｯｮ ﾷ ｩｯｲ＠ their 
livelihood. The sense of frustration can be ･ｮｯｾｭｯｵｳ＠ in aphasic 
patients. 
Evidence to relate the emotional behaviom" and the· ｨ･ｮｩｩｳｰｨｾｾｩ｣ ＭＺ ﾷ＠ .. 
side of the lesion has been ｰｵｾ＠ ｾｯｲｷ｡ｲｾ Ｎ＠ 'by ｇ｡Ｇｩｲｩｯｾｴｩ＠ ＨＱｾＷｾＩ＠ • -He ｴ Ｚ ｮｯｫＺ ｾ Ｎ＠
ｾｷｰ＠ groq.ps of -:).eft (n=80) Jand :. right ＨｮＺ［Ｘｯ ｽＮｯＬ ｾｲ｡ＮｩｮＭ､ＸＮｊｬｬ｡ｧｾｾ ＮＧ＠ p§ttients,. ar1d· · 
gave them · a : battery of.· ｮ･ｵｲｯｰｳｹ｣ｬｩｯｾｯｧｩ｣｡ｬ＠ tests . -vrith .. tne .aim of: 
.· Ｎ ｾＮｾＮ ﾷＮＮＮ＠ ... 
' Ca;r!ying out ·a ' d·etailed,·analysis ·. Of . their emotional· .. reactions ,·to. 
·· ｾ ｡ｩｬｵｲ･Ｎ＠ ｂ･ Ｎ ｾＱ｡ｶｩ＿ｵｲｳ＠ deno:ting a catastrophic · ｾ･ｾ｣ｴｩｯｮ ｾ｟＠ o;r ｩｮ､ｩ｣｡ｴｩｾｧ Ｚ＠
. ｾ＠ . . ... . . ［Ｎｾ＠ . 
. , . ｡ｾ＠ anxious - ､･ｰｲ･ｳｳｩｶｾ＠ orientati:on of mood {anxiety ｲ･ｾ｣ｴｩｯｾｾｳ Ｍ ［ ﾷ＠ .- ·. : ·. 
. " t.-
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were ｦｯｵｾ､ Ｎ ｴｯ＠ be significantly more frequent among patients suffering 
from lesions of the minor hemisphere. ｔｾ･＠ depressive - catastrophic 
- :_:..,: -:-.-:.... 
. --.-:-· ; . - ..... -· ... . 
reactions of the left brain damaged pat1ents were found chiefly in 
subjects with severe aphasia and generally appeared after failures in 
verbal eommunication. The indifference reactions of the right 
hemisphere patients were significantly correlated with neglect phenomena · 
for the ｯｰｰｾｳｩｴ･＠ half of the body and of·space. 
Benson (1973) also takes up the issue of the particular emotional 
problems experienced by the aphasic patient. He descr_ibes the changes 
in affective states ｰｲｯｾｵ｣･､＠ by ｡ｾｨ｡ｳｩ｡＠ - frustration, depression ｾｮｾ＠
possibly the catastrophic reaction . . These reactions, however, had. 
already been ｭ･ｮＺｾｩｯｮ･､＠ by other authors as describing the reactions of' 
stroke patients. whether aphasic or not. Benson ｾｯｴ･ｳ＠ that in the 
aphasic with moderately severe ｾｯｭｰｲ･ｨ･ｮｳｩｯｮ＠ problems, who has 
difficulty in understanding that. he does not understand, a paranoid 
reaction may develop. Benson considered that the reactions are 
determined not by the pre-morbid personality of the pat.ient but by the 
ｶ｡ｲｾ･ｴｹ＠ or ｬｾｮｧｵ｡ｧ･＠ impairment. 
Although the · aphasic undoubtedly faces consider·able ｰｲｯ｢ｬＮ･ｾｬｓＬ＠ · 
not all patients· react in the ways· already mentioned. Schuell ＨＱＹＶＱｾＩＬ＠
in a study of aphasic patients, found that only 35% showed any abnormal 
mental ｳｴ｡ｴ･ｳｾ＠ arid Ullman (1962) stated that in most cases a stroke is 
realistic.ally integrated into t ·he prevailing life pattern. 
Summary 
1\..lthough a wide range of.impairment .may follow ·a stroke, ｨ･ｭｾｰｬ･ｧｩｾ＠
ｾｮ､＠ aphasia are two of the· most common disabilities. Stroke patients also 
experience a wide range of emotional reactions following ·the ·onset of 
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1Jhis area have been based on clinical observations - there being ·a · 
lack of ﾷ ･ｸｰ･ｲｩｭ･ｮｾｾ＠ stucly · to explore ·the ._ .are·a ｦｾｴｬｬｹＮ＠ · ｎ･ｶｾｲｴｨ･ｬ･ｳｳＬ＠
ｴｨ･ｲｾ Ｚﾷ＠ is a ｣ｾｲｴ｡ｩｮ＠ amount of clinical observation that'· psy9hiatric 
problems are more f-requent·- among aphasics· than· hemiplegic's with : ｮｯｾｲｮ｡ｩＧ ﾷ＠
speech. · Ur.idoubtedly these. reactions vTill affect ｴｨ･ ﾷｾ Ｂ ｳｰｯｵｅｩＢ･＠ and 
.. 
ｩｮｦｬｵ･ｾ｣･＠ her ad.j.ustment to ｴｾｾ＠ situation. 
·' . 
The issue as to whether the psychiatric problems of the aphasic , 
Ｎ｡ｾ､ ［＠ his speech disability . are more ､ｩｾｲｵｰｴｩｶ･＠ to the. spouse than other . 
disabiiities resulting ｦｲｾｭ＠ stroke, · is as ·yet uncertatin • 
The -initial aim of the·· study ·was to ﾷ ｾｶ｡ｬｵ｡ｴ･＠ -vrhether there is · 
ｾｪｪｳｨｾｲ＠ incidence of problems and: adjustment ｡｟ｩｦｦｩ｣ｵｾｴｩ･ｳ＠ .for .the 
. . 
ｳｰＨｊｾＮｬｳ ｾ ･ｳ＠ of aphasic · patients . than r'or .the spouses of -non;.aphasi£....E..atients. 
Ad.diti_onal·ly, it was hoped to ··assess whether the laterality of the 
ｬ･ｳｾｯｮＬ＠ by ｣ｯｭ［ｰｾｵｮ､ｩｮｧ Ｇ ｴｨ･＠ problems of aphasia or ｰｲ･ｳｾｨｴｩｮｧ＠ aq.a.itional 
independent -factors, affects the problems faceq. by' the ｳｰｯｾｳ･＠ • 
3. ｾｦｦ･｣ｴ＠ of. disability on the family, in particular the marriage_ 
relationship 
The impact of stroke ､ｩｳ｡ｾｩｬｩｴｹ＠ on ｴｨｾ＠ family is.complex and · 
difficult -to assess· but from a study of the literature, problems ｾｮ､＠
fi!.djuf:itments· ･ｾｰ･｣Ｍｴ＿･､＠ to be faced by the ｦｾｩｬｹ＠ with a, disa,bled.·member .· 
may ·:be ·grouped in.t·o six ｣｡ｴ･ｾｯｲｩ･ｳＺ＠
i) role' c_hange 
ii) inarital and relationship difficulties 
: iii) 
.'iv) 
-v) 
v_i) 
social isolatiQn 
attitudes to . the disability ｾ＠
effect on ｴｨｾ＠ ｣ｨｾｬ､ｲ･ｮ＠
'emcrtionaJ_ and· Ｍ ｾ Ｍ ･ｬＺｬｬ＠ ｾｨ ＺﾷＭﾷ ｰｲｯ｢ｬ･ｭｳＮ＠ pf Ｎ［ ｴｾ･＠ spouse 
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Role Change (i) -· ｾ＠ .. 
, • 
,·1" • • • . 
ｍｾｲｩ＠ tal· toles are difficult to compare_ acros.s age · gr_oups ､ｾ･＠ to_ 
g:raciu:ai shift in ･ｾｰｨ｡ｾｩｳ Ｎ＠ to 'The Symmetr-ical · ｆｾｩｬｹＧＧ＠ ..  (see· Young and 
W:illmott, 1973). · This term applied to current marr.iages implies 
. . I 
. . .. . . . - I . - . 
. partnership ｾｮ､＠ companionship, -- iricorp'orating less segregation· of ｲｯｾ･ｳ＠
with shared ·work -and leisure time. In the marriages of middle age On<? ·· 
lfOUld still: expect to . find a ｬ｡ｲｧｾ Ｍ aniount of roJ.:e segreg·ation. 
· However, this trend is still far from C01fiplete as can be seen by 
_an ·example from Young and Willmott ( 1973) in their ｳｴｵ､ｾＯ＠ of work: .. and · 
leisure in the London region: · 
! . "In 1970 the ｧｾｮ･ｲ｡ｬ＠ rule, in working -class families- with cars, 
,. 
· was still that the husbands were the drivers and -the wives 
passengers, like the children ••••• '! • . it was. in virtually all 
(families) not expected that men should do more than 'help •· 
the'ir· wives . ｾｴ＠ .the work bf ｣ｨｩｬ､Ｍｲ･｡ｲｾｮ Ｍ ｧ＠ f.!.nd housekeeping. 
The primary·responsibili ｾｩ Ｎ ･ｳ＠ for hbme arid work ｷ･ｾ Ｎ ･＠ still firmly 
1-rith ·one sex or the other" •. 
ａｬｴｨｾｵｧｾ＠ role ｾｨ｡ｮｧ･ｳ＠ or adjustment ｰ｡ｾｴ･ｲｮｳ＠ would .be Ｍ ､ｩｦｦｩ｣ ｟ ｵｊＬｴ ﾷｾＺ＠ to 
｣［Ｚｯｾｰ｡ｲ･＠ between varying age groups of spouses, there is considerable 
evidence that role rigidity within · marriages is associat·ed with poor 
acqus.tment to disability following stroke_. 
· ｍｾｫｹｴ｡＠ et al (1976) describe · a ｣ｯｵｮｳｾｬｬｩｮｧ＠ group 'for ,, ·stroke 
ｰ｡ｾｩ･ｨｴｳ＠ and their families. They ｲｾｰｯｲｴ＠ that alteration .in the 
. . . Ｎｾｾ＠ .. ,. . . . 
ｰｾｾｩ Ｎ ･ｩ［ｬｴ＠ 's .and ｲ･ｾ ﾷ ｡ｴｩ＠ ires' role within th.e family ·is a ·freqttently .. discusse;d · · ,. 
ｰｾｯ｢ ｟ ｬ･ｭ＠ and many- relatives' . not ｾＱＭｶｲ｡ｹｳ＠ women' have gr·eat dif-f-ictllty -.. 
ｾ＠ • •, n ,: ' • 
｣ｨｾｾｧｾｮｧ＠ from a ｰ｡ｾｳｩｶ･＠ to an active decision-making ;roie· . ... :;: 
ｾ＠ • • •• Ｎｾ＠ 4 
Uhfortunately i?h.ey do ;.not· extend·. the stl?-dY_ ｦｵｲｾ［ｨ･ｲ＠ to : ｩｲｩＺｶＺ･ｾｴｾｧ｡ｴ･＠
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. : ··· . ｾ＠ ··. ,• 
, ｾＭｩｩ･ｴｨ･ｲ＠ spouses . -vrh9 experience role changing diff'iculties· hav'e· ·cE:!rtain', < 
.•· . . ｡ｩｾ ﾷ ｩｩｮ｣ｴｩｶＧ･Ｎ ﾷ＠ ｣ｨｾｲ｡｣ｴｾｲｩ＠ st ic s or . personalities ｾ ﾷ＠ . ' . . . . : :. . . ' 
; 
Ｇ ﾷ ｾﾷ＠ . 
·Biorn-Hansen (1957) ｾｮ Ｍ ｨ･ｲ＠ study. of 30 aphasics . and their 
r , . 
. ' ,, 
ｾｨｾＡ＠ ｲ･ｳｰｯｾ､･､＠ in -one of two ways: 
:- . . ; i) · they ·wo:u.:I.:d, ·resent or: fear the ·new ｲ･ｳｰｾＺｭｳｩ｢ｾｾｩ ｾ ｴ［ｩ･ｳ＠ and, 
feel overwhelmed; 
' · 
or ii) · they would enjoy their new· aut!1ority and be reluctant to 
I 
. surre'nder it' thus creating an obstacle : to the ｰ｡ｴｩ€ｭｾ＠ 's 
.":, : 
. . 
- ｲ･｣ｯｹｾｲｹ＠ • 
. Again; in this study no attempt was made to relate the ··personality of 
ｴｾ･＠ spouse to the . reaction ｾｯｬ ﾷ ･＠ change and there w_ere no ihq.·ications , 
as to whetl:_ler role change can be assisted by ﾷ ｣ｯｵｮｳｾｬｬｩｮｧＮ＠
• i.· . , ' - · 
_Tak{:ng thi.s _point of ｣ｯｵｮｳ･ｬｬｩｮｧｾ＠ Overs and Healy .. (-1973) . 
anticipated ｴｨ｡ｾ＠ ｴｨ･ Ｇﾷﾷ ｡､ｪｵｳｴｭ･ｮｾ＠ ［Ｌ ｾｾ＠ the crisis of 'disability woul.d be 
ｲｾ［ｌ｡ｴ･､＠ to ｾｨ ﾷ ･＠ 'degree to which : the realignment of roles is ｳ｡ﾷｴｩｳｦ｡｣ﾷｾ Ｎ ｯｲｹ＠
to efJ.ch of the . family members. However, in their study of st:t'oke 
ｦ｟｡ｭｾｬｾ･ｳ＠ -they found .- that t}:le families were reluctant to :.I?-a.ke any 
. . 
Ｑ［ｬｬｮ＼ｊＮ｡ｭ･ｮｴ｡ｾ＠ ｾｨ｡Ｎｮｧ･ｳｾ Ｎ＠ There did not seem to be any ｧｲＺｾ｡ｴ･ｲ＠ degree of 
ｲｯｬｾ＠ changing in . the twenty-one <ramilies receiving ., intensi ｖｾ Ｎ ｴ＠
ｃｏＧＺｊＺｐＬｓ Ｎ ｾｾｬｩｮｧ＠ :t·han: in other families. 
Hill . 'az;td Hansen ( 1964) ·, . in -reviewing the literature on faxhilies 
· ｵｾ､･ｲ＠ ·stre-ss, state.: . 'Activity under stress that·- ｴｩｲｲ･｡ｴｾ［ｮｳ＠ .. the·- fam:Lly · 
. depends il_l /part , upon the ｡､ｾｱｵ｡｣ｹ＠ of the .social roles ｰｬ｡ｹＮ･ｯｾ＠ by ｭ･ｭ｢･ｾｾ＠ . . 
··What ' an individual does as ' a family· memb:er a.epends ··lai"'gely ·on the ' 
. . . . . ｾ＠
... ｾ＠ .. 
· .. . 
. ::.·. .. :: ... . 
Ｇ ｾｾ Ｎ＠
:1 ｾ＠ ·:· Ｎ ｩﾷ Ｇｾ Ｎ＠
w. ｾ＠ :. 
. . 
. ﾷ ｾ＠
... ｾ＠
... -. 
ｾＭ '. ' 
;·, · , 
Ｏｾ ［｟＠ . ;: . ｾ＠ •  ·/:)' (. 
. . ｾ＠ . Ｍ Ｎ ｾ＠ " . ; . . . ;_ ﾷ ｾ＠ ,. 0 . 
' 
-·' . -. .. ,·-
, •·; § ' : ' ·. ·:.' ··_.;· 
. '. ｾ＠ .-,' .:'. :'· ｾＭＮ Ｌ＠ .. . . 
•' ' ' ｾ Ｍ ... . .. . ... .. .-\. _; ｾ Ｚ＠ Ｚ｟ｾ＠ ·. :. 
ﾷｾ Ｇ＠ . ; ::._. . . ｾｾｰ･ｱｴ｡ｴｩｯｮｳ＠ ｴｾｾｴ＠ other members ﾷ ｰｾ｡ｾ･＠ UP9P. him; . the ｦ｡ｭｾ Ｇ ｬｹ＠ succeeq.s :on.ly 
• r ' • ' ' . ' ' Ｍ Ｍ ｾ＠ . ,; ' ' ' 
. ｟ ｳｯ ﾷ Ｚ ｬ､ｲｴｾ＠ ·as its members ｡ｧｲ･ｾ Ｍ on·' these ･ｸｰ･ｾＺｴ｡ｴｩｯｮｾ ［ ﾷ＠ art?. :t.ry ｴｯ ＭＮ ｭ･･ｴ Ｎ ｾ ＮＭ ｾｨ･ｭＮ＠
\ . ' •-'; 
ｓｴｲ･ｾｳ Ｎ Ｌ＠ ｣｡ｵｾ･ｳ＠ ｣ｨｾｾｧ･＠ in these, .roie -patt¢r;ns ; _' ｾｸｰ･｣Ｚｴ ｟ ｡ｴｩｯｮｳ＠ shift: an¢1 the 
［ｾｩｬ［ ﾷ ｩｳ＠ ｦｯｲ｣･ｾ＠ to work ｯｕｴ Ｎ ｮｾｲ＠ patterns', ; .. J .· , ' 
• ｾ Ｎ ｾ＠ -_'>;.1,' ·'· Ｎｾ＠ ·.., ' · 
. ' ＮＧＭﾷｾ＠
' .... 
- ' ' 
-·· .· Ｍ ｾ＠ . ' .. 
• .1" ,. 
·::. ' ... 
. ·' 
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. 1 . 
ｾ＠ ﾷ ｾ＠ .. 
·: Role readjustment is a frequently; .. Ｍ ｲ Ｎ ･ｰｯｲＮｴ ｟ ｾｾ＠ problem bu:t there is· 
! h 
no Ｚ Ｎ ｩｨ､ｾ｣Ｎ｡ｴｩｯｮ＠ as to whet-her react·ions are ｲｾｬ｡ｴ･､ ﾷ＠ to ｣ｱ｡Ｚｲ｡｣ｴｾｲｩｳｴｩｾｾ＠
ｯｦ Ｚﾷ ｴｨｾ ﾷ＠ spouse's personality; or whether ·_thE? ｰ｡ｴｩ･ｾｴＮＭｾ Ｍ Ｚ ﾷ ﾷ ｡ｩｳ｡｢ｩｾｩｴｹ＠ syndrome · 
mou·lds the subsequent ·role re9:djustmerit • 
. · Following the ｳｴ｡ｴｾｭ･ｮｴｳ＠ · at the beginning c>f this ｳｾ｣ｴｩｯｮＬ＠ about 
,-!' 
. the . Q.ifficulties of measuring roles across . ､ Ｎ ｩｦｦ･ｾ･ｮｴ Ｎ＠ age ｧｲｯｾｰｳＬ＠ . for 
the puxposes of this study it was considered to be mbre useful ' to .measure 
. ｳｯ｣ｩｾｬ＠ adjustment ＧｾＧｴｔｩｴｨｩｮ＠ tl1e context of role·· ｡ｲ･ｾｳＮ＠ It was ;hoped to 
discover whether social ｾ､ｪｵｳｴｭ･ｮｴ＠ of the $pouse would ｢ｾ＠ affected· by 
ｴｾｾ＠ d.isB:bility syndrome . of the patient; i.e. · whether _aphasia -carrie·s ·a .. · 
more ·aisruptive element than other ｩｭｰ｡ｩｲｾ･ｲｩｴｳ［＠ and s,ecoridly to relate 
the personality of t;he spouse to the social adjustment made. 
' ( / 
(ii) Marital and relationship qifficulties 
Clearly the patient's illness and disability must ﾷ ｣ｾｩｴｩ｣｡ｬｬｹ＠
influence ｨｾｳ＠ marital relationship. ｃｯｮｾ ［ ･ Ｎ ｱｾ･ｮｴ＠ .·to ｴｾ･ ＮＭ pr.oblem ·of :. ｾ｡ｩｬ･､ ﾷ＠
rol,e performance and ｵｾＮＮｮｲ･ｴ＠ · ｲｯｾ･＠ expecta:t:i'ons, is the; :freque!ltly ｲ･Ｚｰ＿ｾ Ｌ ｴ･ｐＮ＠
｣ｯｲｻｾｩ Ｇ Ｚｦ｣ｴ＠ and stress within the marriages ·(Mal'one. ＱＹＶＹ ｾ＠ r. Ｍｉｾ｡ｲ､｡｣ｩｻＬ Ｍ ｟ ＱＹＶＹＩ＠ 7· 
. . 
This ·bec.omes an especially distu.rbing qharaic·teristic ·when it creates, : ; 
.as .it. ｦｲ･ｱｵｾｮｴｬｹ＠ ､ｾ･ｳＬ＠ guilt feelings. 
-... · .. • 
• Ｇ ｉＧｾ ﾷ＠ ..• ' •• 
> .... ｾ＠ ' 
• . Ｍｾｬ＠ • 
ｾ ｬ＠ ' . \ ' 
·.:"' :·- · 
• • • ｾＱＢ＠
ＧｾＮ＠ . ·. •. ｾ＠
i . . . 
s ｾＭＺ＠ ' • . 
Ｇｾﾷ Ｇ＠
· ,. 
;_ . ｾ＠ . \ 
' ·;: .·:./:' . Ｇｾﾷ＠ . ·. ;, Ｍ ｾ＠ . : . . .. • ｾ＠
;._<· . .. .• ·· TUrnblom· and. Myers (1952) ｲＮｾｰｯｲｴ･､＠ t 'hat g-q.i1t< was ｮｩｾｩｩｦ･ｳｴ･､ ［Ｎ ｢ｹ＠
j · . . 
the· fe1ati9ns af ·_·aphasics in ciifferent ways: :•. 
"' . ｾ ｾ＠ ' . -
. . . 
ｾ Ｍﾷ ﾷ ｦ･ｾｦｩｮｧ＠ i) that . they were responsible· for _the: -patient • s- ｐ Ｎ ｾｰ｢ｬ･ｭｳ＠ . 
ii) that the ｡ｰｨ｡Ｚｾｩ｡＠ waS a ｰｵｮｩｳｨｩｮＺｾｾｴ＠ . :re:,r wrong ､ｾｩｮｧｳ＠ . •·· 
. ｾ＠... ; . 
' . . ... ... 
iii) ·t4at ｴｨ･ｹ ｾﾷ ｷ･ｲ･＠ not doing all 'th.ey . ｾｨｰｾｬ､ ﾷ Ｎ＠ be ·doing Tor ·· or· 
... ｾ＠ ' > " 
. the patient. . . ' ;-"· ·"" 
' ·,. ' . ·: : ｾ＠
ｾ＠ · ... : . . . . 
; . 
However, wii.ether these feelings ·of. guilt are peculia:r: .to .or . particular;t.r'" 
'strong in ｦｾｩ Ｎ ｬｩ･ｳ＠ of aphas'ics . has not been ･ｶ ﾷ ｡［ｌｵ｡ｴ･Ｇ､Ｎｾ＠
. . 
Skelton and . Dominian (1973) in a similar study of the · 
.• ' ··:. ｾ＠ < • 
ｰｳｹｾｨｯｬｯｧｩ ［ ｣｡ｬ＠ ｣ｾｮ､･ｱ｟ｵ･ｮ｣･ｳ＠ .of ｭｹｯｾ｡ｲ､ｩ｡［ｌ Ｌ＠ infarction ·on 65 wives of men: 
' _·.. . . . 
｡ｾｩＭｾ＿ｴ･､＠ Ｍ ｾ Ｍ ｯ＠ a · coronary _cfu,'e unit, found that feelings of . giiilt' tvere 
c·ommori at ·the time of infarction and during the pe_riod of conva;Lescence. 
' ,· 
Mykyta et al (1976) ｾＢ･ｰｯｲｴ･､＠ that relatives in . a stroke 
､ Ｎ ｩＧｳ Ｌ ｾ ｾｳｳｩｯｮ Ｎ＠ ｾｲｯｵｰ Ｚ ﾷ＠ freq_uently expressed guilt · feelirigs · ·wner_e Ｇ ｾｐＬ･ Ｎ＠ strqke : 
. ｷｾｾ Ｎ＠ related· to . ｳｯｭｾ＠ physica;I/ or emotio:qal stre98 fo;, .which·. they ｦｾｾＺｶ＠
Ｎ ｲｾｳｰｱｲｩｳｩ｢［ｌ･Ｎ＠ He also found another source of guilt apd conf:usicjn 
Ｎ ｡ｾｩＱＳｬＮｮｧ ﾷ＠ ｦｲｯｾ＠ an ·inal?ility to ·de.cide how much to ｳｵ｢ｪ｟ＢｾＱｧｾｴ･＠ _one • s. life-
.. ·stY:le to ｉｩｬ･ Ｎ ｾＢｴ Ｚ＠ .the needs of the :.p_artner. Several of the participants 
"" .... · 
felt guilt·y about wanting to pu:r.sue the pleasurable aspects of their 
own. lives or to show .conce,rn about their own physical and mental well-
. . 
Hirschentang (1968) appears · to be alone in noting differences 
in; terms of· 'the pattern of q_isabilities. 
·. •. " ' 
He reported-more marital 
ｾ＠ ｦ ｾ＠ • • ｾ Ｚ＠ 1 . ' 
disC:brd and relationship Ｍ ､ｩ ｟ ｦｦｩ｣ｵｬＺｾｩ･ｳ＠ in families ｯｦ ｾ＠ left . ｨ･ｭｩｰｬ･ｧｩ｣ｾ＠ : 
than in·. ｦｾｩｬｩ･ｳ＠ ·of right . hemiple'gics. 
'. 
ｾ Ｍｾ Ｍ Ｍ ＭＭﾷ＠
i_ ..... . 
'· :· _. ' 
: .. "'t• · . · 
···i·.··. l .'-
· , ' 
... :, ·, _, / ,. · .• ｾ＠ ... ｾ＠ ｾ Ｍ Ｍ . 
. ［ｾ＠ . 
. . Ｎ ｾ＠ ' 
sti.ldieq.. . ·Biorn-Hansen (1957) :found-several spouses _who r .eported 
Unsatisfactory sexual . relationships. rn:· a fewy ｣｡ｾｾＯＳ＠ ｴｾ･ Ｇ＠ patients ' 
.. -_ :were ｾｰｯｾ Ｍ ｾｮｴ［＠ in the majority the ｰｲｯ｢ Ｎ ｾ･ｭｳ＠ rested ·_ ｩｾ＠ the ·..rife :- who 
rej.ected ｴｨｾ＠ partner sexually •. · Biorn-Hansen ｡ｲｧｴｩＮＧｾ､＠ thfit to· ?Orne 
extent this · seemed to be related . to role changes, · with the wife -
identifying closely with the ､ｯｭｩｮ｡ｴｾｮｧ＠ or ｭ｡ＮｴｾｲｮｾＺｴ＠ ｾ ｩ＠ .. ole, · so that .she 
found the sexual ｲ･ｬ｡ｾｩｯｮｳｾﾷｬｩｰ＠ dist-asteful. The Eatient-, to some, had ·,. 
b.ecome a child. Biorn-Hansen also ｡ｾ､･､＠ that two of her ｡ｰｨｾｳｾ｣＠
) ' ' patier+ts were in competition with their teenage sons for the· male _role 
as head of the family. Many patients following a stroke are receiving 
_hypertensive <trug medication and this has ;·been docti.mented·· in the 
. lit.eratur_e_- as having impotency as one· of .its possible ·side effects. 
Although st1"oke is a disease predominantly of ｭｾ､､ｬ･＠ a.nd old !3-g_e, ·. ｳｾｸｵ｡ｬ＠
activity W:ithin the marriage still_ plays· a significant role. · Pfeiffer 
(1974 Y- found that at age 68 years, :70% of men·· stili regularly partake 
in sexual ｾ｣ｴｩｶｩｴｹ＠ and at 78 ｹｾ｡ｲｳＬ＠ 25% are still sexually -active •. 
Newman and ｎｩｾｨｯｬｬｳ＠ (1960) reported that 54% of 149 married· persons 
... ' .. 1 
＼ ｾ＠
,· ｾ＠
(60-93 years) were still sexually active and only those of 75 years -arid " 
older showea· a significant decline. 
Another aspect of marital· relationships is the degree of intimacy 
found ·w!J.tl_lin the marriag;e. Brown -et al (1975) found that amongst , 
certain other factors, poor interpersonal· ｲ･ｬ｡ｴｩｯｮｳｨｾ［ｰｳ＠ within marriage 
are c;tosely associated with -female ､･ｰｲ･ｳｳｩｾ ｟ ｮ＠ • .- -Although ｴｨｾｲ･＠ is no 
simiiar·: .:work found' within the stroke literature, ｡ｰｨｾｾｊＭ｡＠ carries with it 
ﾷＮ ｾ＠ ' . ｾ＠
an obvioU's· detrimental effect on interpersonal relat·ionships. ｖ･ｲ｢ｾｬ＠
communication with _some a'phasics is impossible ｾｮ､＠ with many it is -
ｳ･ｶ･ｲ･ｾｹ＠ limited • 
.f< I ': · . ｾ＠ • ,' • ,< 
• ...... .: • . ,<- ;' ),, . ,·., , :" : ,,, . · · · :,;,,;,:. ＾ｽｬＧＺｾｴＺＧｌＬＬ＠ ｾｶ［Ｚﾷｾ［ﾷＺ＠ Ｎ Ｉ ｟Ｚ［ Ｚ ｾｾＺＺ＠ ;·.·>:';: ｟ＮＬ｟ＬＨＺｾｾ•＠ j '; ., ｾｩｩﾷｾＧｌ｜ＮＺ＠ ? Ｚｌ［［ＺＮＬＺＰ ｾ ﾷﾣＺ＠ ｾ［ＬＬ［ＺＮＬﾷＮｾｩｄｾｾﾷ ＮＺ Ｌ［＠ ｾ［ｽ ［ ［ＬＡｌＺｦＺｾｩＮ［Ｌｾｓｾｊｩｽ＠ ｦ［ｩｾ＠
.. . ｾ＠
• ,· •. 1--. 
ｾ＠ ,. . . . ,.• \; .... ｾ Ｎ ｾ＠ .. ｽｾ＠ .·· ｾ Ｎ ｾ＠
'l ,r. ｾ＠ : : .• 
. " .. ｾ＠ '' : ,,• 
·.· ·· :',•: 
.:::-.1 
·' Ｂｾ ｾ＠ .. ｾＮ＠ ·. .. - .. ｾ＠ .. . .. ｾ＠ ｾ＠ .. ·. . 
•. : ｾ＠ .< 
· ·. ' - . • J 
·· :·, .when. considering the :prob+em of complete: ｭ｡ｲｾ＠ tal, ·br.eakclorm" it 5 is · 
• l , .... 
ﾷ ｾ･ Ｎ ｬ ﾷ ･ｶｾｊ＿Ｎｴ Ｎ＠ to· estimate ·the -size of ｴｨｾ＠ problem ｩｾ＠ ｴｬＺｬｾ ﾷＺ＠ ｾＹｉｩｔｄＮｵｮｩｴｹ＠ as · a ｷｨｯｬｾＮ＠
In ｇｲ･ｾｴ Ｎ＠ Britai!l . figures indicate that ｡ＺｲＺｴ･ｾ＠ a Ｌ ｟ ､ｲｱＺｰ Ｚﾷ ｾｦＮ Ｚ＠ Ｑ＿ｆ Ｍ ｾ｡ｫ､ｯｗｮ ﾷｾ＠ ;i11 .. th·e · 
ｰｯｳｴＮＮＺｾｷ｡ｲ＠ figures, ·there has been ··a steady increase -since 1959 which ·took 
·a ｭｾｳｾｩｹ･＠ jmp.p in 1971 and so far shows no ·' sign. · ｯｦ ［ ﾷ Ｇ ､･｣ｬｩｮｾＮ＠ rr: all forms 
. . . . .· .. 
of breakdovm are cons'idered, it is estimated that ｢ ｟ ｾｴｷ･･ｮ Ｎ＠ ｯｨ･ＭＺＭｾ､ｸｴｨ＠ and<a · 
quarter of contempor'ary marriages. inay' ult:4fiately 'experience .failure 
. . ' · ... \ ... 
Ｚ ｾｨｲｯｵｧｨ＠ termination, separation or internal- collapse (D_,ominian· 1974).. 
...... · ·: .. 
Dominian (1972) ｣ｬ｡ｾｳｩｦｩ･､Ｎ＠ .patterns of $evere ｟ ｮｩ｡ｲ Ｚ ｾｴﾷｾｩ ［ﾷ ｰ｡ｴｨｯｬ＿ｧｙＮ Ｚ｟ ｡ｴ ＺＮ＠
different stages of ｭｾｲｲｩｾｧ･Ｚ＠ . 
First phase to · age 30 years. The early ｹｾ｡ｲｳ＠ are ·a ｣ｴ､ ｾ ｣ｩ｣｡ｬ Ｇ＠ ｰｰ｡ｾ･ ［＠ ｾ ｦｯｾ＠ · 
the. stability of· the marriage. Chester (i971) ·shows .:that·-:·4ro%· of ·ifhbse 
ultimately divorced effectively ended their relationship in the .. firs:t 
five years of marriage. The frequently reported ｰｲｯ｢ｬｾｭｾ ﾷｾ ｡ｴ＠ this ﾷ Ｚ ｾｴ｡ｧ･ Ｎ＠
are Ｎ ｳ･ｾｵ｡ｬ＠ (e.g. frtgidity, male sexual difficult_ies) .a.n,d./:-:psycho1Qgica1 ·: 
(e.g. personality disorder). 
.,·; , 
-.' 
. 'Second J?hase, 30-50 ·years. This -phal?e is the Ｎﾷ ｣･ｮｴｲ｡ＮｬＧ Ｌ Ｚ ｣ｯｲ･ ［Ｚ ｾ ｯｦ＠ marriage, 
during ｷｨｾ｣ｨ＠ child.J;'en are born., grow up and. depart. · Marital<breakdown 
appears abundantly in the first phase of this perioc;I.. ·. Fa.?tbrs which 
ｾｰｰ･｡ｲ＠ related to these breakdovms· are fir-stly the · ｯｵｴ｣ｯｭｾ ﾷ ［＠ p·atterns of· 
; . . ｾ＠
the first · phase ｰｲｯ｢ｬ Ｎ ･ｭｾ＠ and secondly' pathology due to cli11rig'e ( emoti'onal . 
. ﾷｾ＠ .... ( ' 
and social): 
' . . . ' . . 
p:tzoportion of marital brea."k.down.. The .. mpst· Ｚ ｦｾ･ｱｵ･ｩＱｴ ﾷﾷ＠ ｰｾｴｴ･ｲｮ＠ of · :those 
. . . 
' that. do break ､ｭｭ Ｚ［ ｩｾ＠ the ·marriage '.in which the ｣ｯｵｰ Ｌ ｩｾ＠ ｾｲ･ｶ･ｲ＠ ｲ･｡ＮＱｾｹ＠ had 
.. 
.: ｾ＠
,·any close ｲ･ｬ｡ｴｩｯｮｾｨｩｰ＠ at ｾＱＱＮ＠ but .. simply live.d ｾｨｲｯｴＱＮｧｰ＠ thelr children. · .- : · "-. 
. ' . • . · ' j ... ｾ＠ ' ,' 
··-. 
ｾ＠ . . .... 
: · .• ··t 
J -·:-
·. : 
ｉ ｾ＠ ( • : •, 
ｾ Ｌｽ＠ ' . 
, · . ｾ＠ '; . Ｂ ｾ＠ . ｾﾷ＠ . . .. 
Ｍ Ｍｾ＠ - Ｍｾ＠ . ' ' 
.. 
. '': 
. r,. - _' ._ .... ,. \ 
. When ·these ､ｾ Ｍ ｊ＿ｾｲｴ＠ .·anc(have ·art ｩｮ､･ｰ･ｮ､･ｮｾ＠ -life, .. the· ｾｾｰｴｾ Ｍ ｨｾｳｾ＠ of the 
. · ' 
'• ! . ... ... 
· Marital breakdm·rn: has pot been ｳｰ･ｾｩｦｩ｣､ｬｬｹ＠ .. studied in ｴｾ･＠
literat:ure relating to._ ｳｴｦｯｫＬ ﾷ ｾ ＭＭ Ｍ ｾＢＫｴ＠ working within_ the: fraJiie1.;ork .outlin,ed-
. . 
ﾷ ｾｰｯｶ･Ｌ＠ the ｴｹｰｩ｣ｑＮｾ＠ marriage j vhfch faces. ·stroke dis.abili ty is one which . 
has pas.f?ed·. th.e : ｾｮｩｴ ｩ ｡ｬ＠ ｵｮｳｴ｡｢ｾ･ Ｎ＠ ·years o! Ｎ ｭ｡ｲｲｾ｡ｧｾ＠ ｾｾ､＠ W:iJl p;r?oably: als·o 
haye lef:t behind the years of child rearing. It would ··not be Ｍ ･ｾｰ･｣ｴＮ･､＠
to find·,.a · significant amount of br'eak(l;own in these. marriages anrl .this is 
reflected in the apsence ·of noted _occurrence. However, it would be 
(, • . ｾＭＭ . ' 
· ･Ｇｸｰ･ｾｴ･､＠ ｴ ﾷ ｾ＠ find within ·the :marriage a significant amount of stress ﾷ ｡ｮｾ＠
. ､ｩｳｲｩｬｰｴｩｾｮ＠ ･ｮｧ･ｮ､ｾｲ Ｚ ･､＠ by the stroke disability and · it · ｩｾ＠ of- intei_'est . to 
ｩｮｶｾｳｴｩｧ｡ｴ･＠ and . ｾｹ Ｎ ｾｵ｡ｴ･ Ｎ＠ this further than the information· pr.ovided by : 
current literatlire allow·s. 
, ｒ･ｦ･ｲｾｮ｣･＠ can be _made to similar situations where fat;nilies ·-are 
- .. ,, ' ｾ＠ ' ; 
c'opihg wi:th a ｾｊｳＮ｡｢ｬｾ､ ＭＧ＠ member and .the marital. difficulties -have '·b-een 
. noted • . ｾｲｴｦＶｲｴｵｮ｡ｴ･ｬｹ＠ their relevance is limited by •. :the ﾷ ｳｴ Ｂ ｾｧ･＠ of 
Ｇ ＱＩＱＸＮ Ｍ ｲｾｩ｡ｧ･＠ being- st-q.died - · most of the ｡ｳｾｯ｣ｩ｡ｴ･､＠ ｬｩｴ Ｚ ｾｲ｡ｴｵｲ･＠ deals · with. 
', ｹｯｵｾｧ＠ paren1is cqping with a disab;J..ed .child. · ｔｨｾｲ･ｦｯｲ･Ｌ＠ vTithin the 
. . . / . 
context ｯｲ ｾ＠ 'marriage' thet·e wiil be similarities, but use ,_of Domini an's 
classificai?.:ion ·will put them · into a diffe,rent category. 
ｾ Ｎ＠ : , 
El ｇｾ｡ｴｩｴ＠ and ｈｾｮｳｯｮ Ｚ＠ (1975) Ｎ ･ｸ｡ｭｾｮ･､＠ the outcome of 333 
. . 
marriagei/ in California, U. ｓｾａＮＬ Ｎ＠ ｾｮ＠ which the . husband sustained a 
. spinal· cord injury. They found that the divorce ratEi>d.id not differ 
fromr that of the· ﾷ ｾ･ｮ･ｲ｡ｬ＠ ｰｯｰｵｬ｡ｴｩｾｮ＠ · iri the United States. 
. . . ( . .· 
.1' . , ( , 
, Martin (19''{5) silnilarly found in a group of P.nlerican families · 
.. 
>. 
with 9.• ｳｾｩｲｲ｡＠ ｢ｪｾｦｩ､｡＠ child,,' .. ｾｨ｡ｴ＠ .divorce or ,.s_eparation .of pa:C.ents did ' :p.ot . ,. 
' · 
·' .... 
: · . 
.... ,,-":._, .. 
I}< : 0 
' . ·. . . ' ｾ＠ .. 
.. ···.· 
.· .. 
ｾ ｾ Ｎ＠
.r 
·.·l 
f,- .. 
•. l. ｾＭ . ｾ＠ ｾ＠ . . 
"> • •• ｾ ﾷ ﾷ＠ ••• ｾ＠ • 
. \ 
·, . 
. '(,..... . . .. , 
' ·' ..... " t. 
' •. 
t;. · : 
•' ' • • 4 ｾＭ ,.T:·; , ,'•' 
ｯｾｾｵｲ＠ :more : ｦｲ･ｱｾ･ｮｴｬｹ＠ · than · in ｾｨ･Ｚ＠ general · ｰｯｰｩｊＮｬｾｾｩｯｮ＠ of the United ;. · · 
st:ates. -· The :par.ents ｶｲｨｯｳｾ Ｎ＠ ｭ｡ｩＭｲｾ｡ｾ･ｳ＠ ·broke up Ｚ ［･ｰｯｲｴｾ､ Ｚ＠ t;hat in 75% ｾｦ＠
cases the - ｲ･ｬ｡ｾｩｯｮｳｨｩｰ＠ was previously ｳｴｲｾｩｮ･､Ｎ Ｚ ﾷＭＢ＠ ,In· contrast, .·.parents ·. 
. . .-. . , _. . . : I -.-. . , .. : . -·. 
· who did 'not. divorc-e or separate ｧｾｾ･ｲ｡ｬｬｹ＠ ·repprtea·,.that, the :affe.ctec( 
. . 
chil¢r.' ·had ｩｾ＠ fact brought , them close:r.: ｴｯｧ･ｴ ﾷ ｨｾ［ｲ ｴ Ｎ＠ This :.particUlar ｰｯｾｮｴ＠ . · 
. ｾＭ
of ｰｯｬ｡ｲＺｬｺ｡ｴｩｯｾ Ｎ＠ of reaction to ､ｩｳｾ｢ｩｬｩｴｹ＠ ｩｾ＠ menti?ried by ｗ｡ｾ･ｲ＠ (1972), ·:· 
who made a :25 ye.ar follow-up study of ｰｾｴｩ･ｮｴｳ＠ ﾷ ｳｵｦｦｾｲＺｩｮｧ＠ from head 
injury due -to war wounds. He similarly emphaElizes · that ｴｾ･＠ ｭ｡ｲｲｩｾｧｾ ﾷ＠
can ｢･｣ｯｭｾ＠ closer following the injury; t .he effect or' injilry not al'\o'rays· 
being deleterious. 
·.A.iternatively, Tew et al _(1974) reported the -divorce rate in a · 
group of 58' Vlelsh families with a ·spina bifida child to be twice that· 
of· the control families and of ｾｨ･＠ ·national average. Only · one· in f .our 
of the ipd<?x familie:s- ｡ｰｰｾ｡ｲ･､＠ to · be free of marital. difficulties. 
Sumni.ary 
The following points can be made .from the available ｩｮｦｯｲｭｾｴ Ｎ ｩｯｮ ＾＠
about marital difficulties following a st!'oke :· · 
:L) ·cqnflict and stress are frequently reported ¥rithin the .-marriages, 
ii) 
' > • " 
and this can be compounded by guilt feelings experienced by ' _the . 
spouse. 
ｾｨ･ｲｾＮ＠ is insufficient ｰｲ･ｳｾｮｴ Ｎ＠ ･ｶｾ､･ｮ｣･＠ to _assess d i:f'ferences 
between disability groups !I in ｾｨ･ ﾷ Ｚ ｭ｡ｲｩｴ｡ｬ＠ context. · 
. "·. } 
iii) Sexual dysfunction has been noted. but not ｳｹｳｴｾｭ｡ｴｩ｣｡ｬｾｹ＠ ·studied·• 
/iv) 
· relat i qnships, would. appear to have -severe ｭ｡ＮｲＧｩｴｾｬ ﾷﾷＺ ｣ｯｮｳ･ｱｵ･ｮ｣･ｳＮ＠
., . 
'' 
., , ,.•·: 
' 
·'· 
. ; ｾ＠ '. : ｾ＠ . ..  ＺＺｾＮ＠ . . . . 
. ·, 
. ';.. . ｾ＠ ｾﾷＺ＠ '. ·. ' ... ' 
. ; . ｾ＠ . ' ' . ·. ﾷｾＢ＠ ﾷ ｾ＠ ﾷｾ＠ . 
... . ｾﾷＮ＠ . . ﾷ ﾷｾ＠ ·, ..... ' . 
. . 
..... : 
. ¥ )': -_.; .. The: ｬｩｴｾｲ｡ｴｵｲ･＠ provides insufficient ﾷ ･ｶｩ､･ＡｊＮｾ･＠ · to exa...riline cJ.:eai-ly 
: ｾ Ｍ '". ｾＭ . ' . . . . _\;, :" "' ' ·. 
ﾷ ＭＺＮＧ Ｎ ﾷ＾ ｢ｬＱｾ ﾷ＠ .polariz'ation of ｲ･ｾ｣ｴｩ Ｇ ｯｮ＠ to ､ｩＮｳｾ｢ Ｍ ｩｬｩｴｹ＠ by the marital 
. .. . ＮＮｾ＠ ' . . .. 
ｾ＠ -t; ' .... 
·:_._partner and features that .m_ight . :j.dentify· those ｡ｴ Ｍ Ｎ ｲｾ ｟ ｳｫ＠ of 
ﾷｾｾ ｭ｡ｲｩｴ｡ｬ＠ breakdown. 
' / ·, . .. .... ·. 
In J::esponse to these ｩｾｳｵ･ｳ Ｍ ｾ＠ it was hoped to evalti.ate within the : ._; ＮＧｾｾ Ｍ · 
study the impact ot stroke d-isability art the. ma:t:riage and ·especially 
ｰｲｯ｢ｬｾｾｳ＠ presented· py aphasia • 
... fii) Social isolation 
Another commonly reported problem. experienced. by· f _amilies of:-;, 
ｳｴｲｯｫｾ＠ ｰｾｴｩ･ｮｴｳ＠ ｾｳ＠ the ensuing social . isolation. 
Malone (1969) found in his study of 18 stroke .families that all 
the ｦｾｩｬｩ･ｳ＠ reported that their own social lives had been changed in 
many ｾ Ｎ［｡ｹｳＮ＠ Nearly all families repor:ted that their ·frien4s ｟ ｧｲ｡､ｵ｡ｬｾｙ＠ .. _ 
stopped. coming to visit. · In a further study (1970) he found that in a .·.-
• ' "' • • r ｾ＠ • • • ' ... • • • ', I • . • '; • 
ｧｲＺｾｵｰ＠ _of· 30 ｳｰＨＩＧｕＺｳｾ Ｎ ｦ＿＠ of aphasics, 90% . ｩｮ､ｩ｣｡ｴｾ､＠ · a . ｴ･ｮｾ･ｮ｣ ﾷ ｹＮ＠ to wi ｴｨ､ｲ｡ｾ ＭＧ＠
:rr9m social sit't,l.ations; 70% indic:ated they had limited the.ir 
invitations to· friends to vi.sit; 87% inclicated ｴｨｾｹ Ｇ＠ visited other "homes . 
less often. 
·· · ·Ludwig and Collette - (1969) examined the effect · on :·the marriage 
of.- dependency through disability and found t .hat . depenq.ent ｨｵｾ｢｡ｮ､ｳ Ｎ＠ ｾｮ､＠
their ·spouse's spent more time ｴｯｧｾｴｨ･ｲ＠ arid· less time -with ·relatives'. ail.d 
:rrie_ncis .• 
. in. their · .study of mentally ·handicapped ｣ｨｩｬ､ｲｾｮ＠ -and ｴｨ･ｩｾﾷ Ｍ families,_ 
.•· , ｾ＠
found. that ii1 ·15.% .of families -\·rith ｾ＠ defective ｾｩＺｲｩｮｧ＠ 'at ｨｾｲｮ･Ｌ＠ the ｳｯ｣ｾ｡Ｚ ｲ＠ · 
ＮＤ ｾ＠ ... . 
:: ... e • • . 
-.t· · 
,. ,_ 
.. Ｎｴｾ Ｍ ＺＮ＠ . 
:-;(, :'. 
f:;-.¥: : 
Ｎ ﾷ ｾ Ｍ ) ' 
.' ...... 
. ; 
. ｾ＠ ....  · .,_ :_, . ｾ＠ ._- ; ' ｾ＠ . { ' . • ｾＮ＠ I. 
:; :: ｾ＠ . Ｍｾ＠ ·.: ' Ｚｾ＠
.... ; . - .,, 
_, 
. ·, . 
;_· . -.··:contacts ｾｔ Ｍ ｾｲ･＠ seriously limited _ aJ;id \in ｡ｮｾｴｨｾｾ Ｍ Ｍ ＳＰＥ Ｎ Ｍ ｴｾｾｾ Ｚ＠ were ｬｩｭｩｴ Ｎ ｾ､ ｾ Ｍ
ｾ＠ ｾ＠ . . . 
ｄｯｲｮｾｲ＠ (19T.5), in a study of ｦｾｩｬｩ･ｳ＠ with · an. Ｚ ｡､ｯｬｾｳ｣･ｮｴ＠ ｾｷＺｩ＠ th spina 
,. __ . · . .. 
｢ ｟ ｾｦｩｧＮ｡Ｌ＠ found prob:J_ems. of mobility 'clearly related to socia.l ｩｳｯｬ｡ｴｩｯｮｾ ﾷ＠
·; 
.. . .! . 
: un:eortunately' these studies fail t ·o ·res'olve· the ｾ Ｎ ｳ Ｎ ｳｵ･ Ｎ＠ as· :to·' .·. 
• ..• t • ' .I • 
.. whether the ' isolation results . f:i .. om ｶｯｬｵｮｾｾｲｹ＠ di_s.engagement·. in social ' 
.. , 
lffe _or ·for?eQ. ·.disengagerp.ent due ·to the 'dif'fic-qlties of mqbiilty and 
Ｍ Ｎ ｾ Ｎ＠ ·.-._. . . : •'' 
. . 
socl.etal ｮｯｮＮＮＮＺ｡ｾ｣ Ｎ ･ｰｴｲ［ｴｮ｣･＠ of ､ｩｾ｡｢ｩｬｩｴｹＮ＠
· It is of interest to establish further .the type of ｰｾｲｳｯｮ＠ with. 
whom contact is ｟ ｭ｡ｾ･Ｌ＠ as this -niight indicate vrhere bre€!-kdown of · social 
contact. is ·. occurr_ing. Overs: and -Hea=!-y; (1973 )· studied. the social -
. . . .. . 
｣ Ｚ ｾｮｴ｡｣ｴｳ＠ 'of 61 . stroke patients ··:and fo:und· that· 8o%· of.:. the people · seen . 
ｾ･ｲ･＠ family members, ·or whom 65%-wcire_ a.·._ f:>pouse or child. These . f'igil.res 
· ｲｾｦｬ･｣ｴ＠ the. ｲｾｳｴｲｩ Ｚ ｣ Ｚ ｾＭｩｯｮ＠ of the patient's ｣ ﾷ ｯｲＮｌｉ［Ｌｾｾｴ Ｍ bft Ｚ ｾＢｴ＿ｶｩｾｾｳｬｹ＠ ｨ｡ｶ ｾ ･＠ : 
. •. 
ｾ ﾷ ｾｯｳ ﾷ ･ Ｎﾷ ｲ･ｬ･ｶｾｮ｣･ Ｎ＠ t ·o··--the spouse_,-8 cqnt.actf?:i- ｡ｾｴｨｯｴＫｧｨ＠ it wou:J:d ·_be expected · 
.· 
that her opportut:J.ity for socia·l contact '\.rou .. :I:d -be comparatively greater. 
Overs and · ｾ･｡ｬｹ＠ also found ,that when help' .. was needed ·i :t. was _usually . ｴｬｾ･＠
children_ that provided it I ｗｨｾｮ ﾷ Ｎ＠ this ｗｾｓ ﾷ＠ net ｰｾｯｶｬＮ､･､＠ the . main' :reason 
... 
for · t _he ﾷ ､ｾｦｩ｣＠ it was that the ch.ildren ｨ｡ｾ Ｌ＠ n10ved away fr?m 'the 
neigh pour hood. 
,. 
These findings echo those- of Townsend · ('1963) .. in · his ｾ･ｴｨｮ｡ｬ Ｎ＠
Green pli;rvey of ·203 old ｰｾｯｰｬ･Ｎ＠ Ｎ ｾＮｶｯ＠ thirds -.of ｴｾ･ Ｎ＠ ｳ Ｚ ｾｭｰｩ･＠ .counted near 
. Ｎ ｾ＠ •; ' . " 
ｲ Ｇ ･ｩｾｴＺｪＮｹ･ｳ＠ as; so-urces ·of help -- in ari ｩｬｬｮ･ｳｾ Ｎ＠ cr.i'sis ｾ＠ . . other ·m.edical 
st.udief3 . ' h€!-ve shown how it ｾ Ｍ ｳ＠ very. rare ·for th:_e · family n?.t to· care for 
those ·or its members who .i:tre . old. and ill (Isaacs 197l). In a · furthe:t' 
. ' 
study_, ｉｳ Ｎ ｾ｡｣ｳ＠ (19T6) f0llpwed up .29 ｳｴｲｯｾ Ｎ ･＠ pati_ents ·and Ｍ ｾｨ Ｎ ･ｩｲ ﾷ＠ ｦｰ［ｭｩｬｦｾｳＧ ＭＮ＠
for .three years after ､ｩｳ｣ｨｾｲｧ･＠ ｡ｾ､＠ he ｡ｾｳｯ＠ found- ｴｾ｡ｴ＠ a distressing 
' • .._ , a 
-.. ": ｾ ｾ Ｚ Ｎ＠ Ｍ ｾ＠ ｾ ﾷ Ｎ＠ .. . ' ＮＭｾ＠ . . .. Ｍ ｾ Ｚ＠ i 
. ｾ＠
( 
' . •· ,:t 
.•· ｾ ｾ＠
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' ·. ｾ＠
'· . 
. . 
7-;. 
.:- :" · .):·, 
... _:· . ,• . :· ... : .. 
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• r· ｾﾷ Ｌ＠ • ｾ＠ • • 
. _, .. 
ｦ･ｾｴｵＮｲ･＠ after stroke was social ｩｳｯｬ｡ｴｩｯｾｾ＠ · ¥riends ,; .and workmate·s , 
｣･ｾｳ･､＠ to v:t'sit ; . dependence o:q. Ｎ ｲ･ｩ｡ｴｩｹ･ｾ＠ ｩｮ｣ｲ･｡ｳ･､ ＮｾＭ Ｍ ｾｊＺ＿Ｎ､ ｟Ｌ＠ .. c .. onflict Ｚ ｾｮ､＠
. . . ... . . ｾ Ｚ＠ r .. . . . . 
hosi:;iii.ty ｷｩｴｨｾｮ Ｍ the home rose. None retur·.ned ｾ＿＠ empl_o;Yment'·: and f .ew 
• ｾ＠ lo. ... 
I' 
. .r . . . 
ｵｨｾ･ｲｴｯｯｫ＠ any -activities outside ｴｨｾ＠ house. I.saac . ･ｮｩｰｾ｡ｳｩｺ･ｳ ﾷＺ＠ th:e .need 
./ . 
. to improve the seryices for- survivors of str.oke ·.after'.'thei;.: d'is¢harge 
;from iiospital. ·' . 
ｾ＠ . '. . . ·. 
'• . 
:: ·-·Most stud;Les report that the frequency of social ﾷ ｣ｯｮｾ｡｣ Ｚ ｾ＠ fc::>.r . ｾ｡ｴｩ･ｮｴｳ＠
and their spouses is markedly ｲ･ Ｍ ｾｵ｣ Ｌ ･､ Ｍ ｦｯｬｬｰｶＺＬｾｮｧ＠ a ｾｴｲｯｾｴ･＠ !' . • ｃｨｩｬ､ｾＢ･ｮＬ＠ ｷｨｾｮ＠
\ ."·.: 
｡ｶ｡ｩｬｾ｢ｊＺＮ･Ｇ＠ are cited '' as the ｭｾｩｲｩＮ ﾷ＠ group td provide .. ｣ｯｮｴｾ｣ｴ Ｚﾷ ｡ｮ､＠ hel:p :When 
ﾷ ﾷｾ＠ ·, 
needed. < '.t.. 
The study aimed to provide · ｡､､ｩｴｩｯｮｾｬ＠ information about · ｴｨｾ ﾷＬﾷ Ｎｩｳｯｬ｡ｴｩｯｮ＠
of ｳｴｲｯｬｾ･ ﾷ＠ families-, i-.e. whether the aphasic ｦ｡ＮｊＡｬｾｬｩ･Ｄ ｜＠ spffered from a 
greater degree of isolation than stroke families where·> a:phasia -vras n0t 
ｰｲ･ｾ･ｮｴＮ＠
(. 
'· (iv) Attitudes to the disability 
The family's reaction to illness and its attitudes to the disabled. :: · 
ｰ｡ｴｾ･ｮｴ＠ are of crucial importance. The literatwe reports ｾｶｲｯ＠ common 
r ·eactions by the family to the patient: 
i) , over-protection 
Ji) rejection 
ｂｩｯｲｾｾｈ｡ｾｾ･ｮ＠ ( 1957) repor:ts from her study of aphasic patients· that· 
. . 
｡｣ｨｩｾｶｩｮｧ＠ maximmn. functional recovery. Hyman (1972) ·similarly found· that ., 
" 
i _..;. ｾｾｾ＠
· .. . •. 
.· ... 
., 
over-protection by spouses was negatively associated with functional 
ｾ ｍｹｫｹｴ Ｎ ｡＠ et al ( 1976) state that most relatives in their stroke 
､ｩｾ｣ｵｓＢｳｩｯｮ＠ group felt concern about leaving their spouse alone in the 
fear that they would suffer another ·stroke, have a fall, or suffer some 
other unspecified calamity . . Over-protection was also ·c _oupled -with guilt 
ｦ･･ｬｩｮｧｾ＠ in some cases. Mykyta ｱｵｯｴｾｳ＠ statements as "Will getting him 
upset cause another stroke?". This reaction causes relatives to protect 
:the. patient from normal human emotions and even . the most basic decision-
making . 
.Re-jection, according 'to Biorn-Hansen (1957) although overt in 
only a ｦ･ｷ Ｎ ｣｡ｳｾｳｾ＠ can assume a more subtle form in ｾ｡ｮｹＬ＠ e.g. the family 
can belittle the patient by talking about him in his ｰｲ･ｾ･ｮ｣･Ｌ＠ much as 
parents do ｷｩｴｾ＠ a child. Again, Malone (1969, 1970) and Bardach found 
similar reactions. 
Guilt, already mentioned in the marital section·, has been noted . 
as a frequent reaction to stroke disability. 
Sununary 
Over-protection, rejection and guilt ·have been noted as reactions· 
by spouses to stroke disab·ility. The literature does not go further and 
analyse whether different disO:bility syndromes produce specific attitude 
patterns it1 the f'tJmily. Ji'or example, i-t could be ｨｹｰｯ Ｍ ｾｨ･ｳｩｺ･｣ｬ＠ ｴｨｵｾ＠
aphasia might produce. a more reject,ing attitude 1n the spouse' especially 
if ｴｨ･ｲｾ＠ are severe comprehension problems. Also the severity of the · 
disability has _not been studied in relation to attitudes of the ｦ｡ｭｩｬｹｾ＠
:-:. , 
familie's where ｾｰｨ｡ｳｩ｡＠ is n9t -. present. 
•, ; 
:; 
I 
(v) ··· Effect on the children 
....... . ,. ·<: ..,-: 
( 
. . . 
been studied in a . ｰｲｾｶｩｯｵｳ Ｎ＠ section noting· ｾｨ･ｩｲ＠ significant. :r?Ie.· iri 
provid;ing help and support. In this' section the younger child, still .,, 
living at home, "wi'll be studied. 
Scant reference is made · to the pro:t>.lem ·of young ｣ｨｩｬｾｲ･ｮ Ｎ＠ in the .. 
stroke ·li ｴ･ｾ｡ｴｶＮｲＮ･Ｎ＠ ｾ＠ However'" as has been mentioned before_, thei typical . 
stroke patient will ｰｲｯ｢ｾ｢ｬｹ＠ have · reached middle age'· ﾷ ｾｲｩ､＠ the problems 
associated with -:child rear·ing will, to a large extent, have been .p8.f3sed:: 
through. Nevertheless, the impact of stroke disability orr family 
reiationships appears -to be sufficiently disruptive to warrant a ｢ｲｩｾｦ＠ · .. ' ·. 
consideration of parent-child r.elationsh:l.ps ·! 
·· References to the situation are· to be . found in ｂｩｯｲｮＭｾｉ｡ｮｳ･ｮ＠ ( 1957)· 
ancr.'Malone · (1969). · Biorn-Hansen simply states· that ｳ･ｶ･ｲｾｬ＠ o:f her 
ｰ｡ｴｩｾｮｴｳ＠ who were parents were concerned about t :heir ﾷ ｲ･ｬ｡ｴｩｯｮｳｨｾｰｳ＠ with 
ｴｾ･ｩｲ＠ c}).ildren. They felt that the! were .·unable to . provide . for .:them .as 
they: had hoped and could ｾｯｴ＠ share ·in ｡｣ｴｩｶｩｴｩｾｳ＠ as they felt · parents 
should. Several patients reported that they :.:became easily . ｩｲｲｩｴｾｴ Ｎ ｾｾ Ｚ＠ with 
their children and with the confusion they Ｍ ｾｯｵｳ･､Ｌ ﾷ＠ p6ssibly:.partly 
because of their mvn frustrations. 
Malone (1969) found· that th¢ effect on children Ｇ ｾ Ｍ ｮ＠ a family of · a 
pe+SOP witf:L. ｡ｰｨ｡ｳｾ｡ ﾷ＠ ｰｲ･ｳ･ｮ｟ｴｾ Ｍ sj;>_ecial ｰｲｯｰｬｾｭｳＮ＠ He ｱｵｯｴ･＿ ｾ＠ ·.statement.s . St1Ch_ 
',. ' 
: . .\, 
as: , ''Arter mother -'became ·aphasic.; I didn't haye a m6t.qer ·or a fatJ:ier ·.- · 
ｾｾｾＮ ［＠ :.: ｾ＠ '{ ｾＺ［＠ .> ｾ＠ ﾷＮｾＮＬＬＦＺｾｩｾＧｩｌ［＾Ｎｈ［Ｌ Ｎ Ｌ＠ , Ｚ［ＬｌＬｾｌ｜ｌＯＺｌＺ ﾷ Ｚｩｾ＠ . ＧＺ［ｩＨＺＮ［Ｇｴｩﾷ［ Ｌｾ ｅﾷＮＺＺｴｲＮＺ［［ＺＮＺﾷﾷＬＺ［ｾｾ Ｚ ｌＮＺＺ＠ ＮｾｩＬ［ｾ［ｾｾｩｾＮ､＼Ｚﾷ［ＬﾣＬ ﾷ ［Ｚ［ｾＢｾ Ｎ ｩ［Ｌｾ［ＵＦｲﾷＺｴ Ｚ ＺｾｊｩＱｴｪｩ Ｌ ｴＱｾ＠
ｾ ［＠ · .. 
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ｈｩｾ＠ ti1ne:-was taken up with Ｍ ｾｯｴｨ･ｲ＠ so. that ··-he diclri 't ·have much ·time left 
for- ｭｾＡＧＮ＠ ··, .\ 
. •, , . . 
Reference to the literature o:u:tside of stroke also- ｲ･ Ｎ ｹ･ｾｬｳ＠ litt-le 
'I 
information about the ｩｭｰ｡＿ｾ Ｍ Ｍ on children. ·of -phydical illness .:ln ｰｾ･ｮｴ ﾷ ｾ ＭＭ Ｎ＠
Holman (1953), iri her study of children attending a child ｧｾ Ｍ ｩ､Ｎ｡ｲｩ｣･＠ clinic, 
. ｾ＠ Ｍ ｾ＠ • ｾ＠ • .. . • • • . ｾ ＭＱ Ｚ Ｎ＠
noted a higp. incidence of parental . illness,· and Bennett. (i960) . foundl high 
ｲ｡ｴｾ ｟ ｳ＠ of . chronic . parental illness' in respect of both' neurotic and 
delinquent ｣ｨｩｬ､ｾ･ｮ＠ . Craig (1956), in a · study of 200 children: witn 
. - . . .. - . 
. ｢･ｨｾｶｩｯｵｲ＠ disorders' noted that parental physical .illness sometimes 
ｰｩＢ･ｾｩｰｩｴ Ｎ ｡ｴ･､＠ ·· or cqn"l?ributed to the child.' s maladjustme'nt. Illriess 
' ' 
ｩｭｰｾｩｲ･､＠ the energy · of · tne parents ｡ｮ､ Ｍｾ ｭ｡､･＠ them ｩｲｲｩｴｾ｢ｬ･＠ and irascible 
with the children. 
··ne la Mata et al (1960) investigat-ed eight· fami:I.ies in 1orhich ·the 
father had received a sudden severe disab,?,.ement . from .. which . there had·';been ..... -
; not ｭ､ｲ Ｇ ｾ＠ than 70% ｲｾ｣ｯｶ･ｲｹＮ＠ The _stress ·on_. the ､ｹｮ｡ｭｾ｣＠ . equilbriu.m of the 
family was ｳｾｶ･ｲ･Ｌ＠ but tended to be less if the ｦ｡ｴｨ･ｲ ＭＭ ﾷ ｾ＠ eventually retm;ned .-
to work. The ｹｯｾｮｧ･ｲ＠ chilcJ.ien, although they ｭｩｳｳ･ｾ＠ their father as. a 
functioning person, tended to react more to the unrest and prevalent . 'mooq ·: _· 
of·_ the home. 
The issue raised ｨ･ｲｾＬ＠ that discord between the parents can be ; a 
ｨｾｧｨｬｹ＠ significant factor :ln the genesis of ｾｯｮｧＭＧ｢･ｲｭ＠ disord'er i :n children, 
is confirmed py ｾｵｴｴ･ｲ＠ ( 1971) • ' In a controlled study of j-q.venile 
delinquency he detilonstrated that broken homes ｲ･ｳｵｬｴｾ､＠ ih ﾷ ｳｩｧｮｩｦｩ｣｡ｮｾｬｹ＠
less juvenile ·delinquency than . did ·unbroken but ､ｩｳｨ｡ｲｭｯｮｩｯｵ ［ ｾ＠ homes. _. -
Rutter (1966) also argues that children of. ｰ｡ｲｾｮｴｳ＠ ;ith ｣ｬＧｬＮｲｾｰｩ｣＠ physical ·. 
illness, as well ｾｾ＠ those with. inentaJ.. disorder, are at considerable risi{ -; of. 
developing :psyc·hiatr_ic disorder •. However., he also · observed tl:iat not a·iJ;· 
. .. ..;"'; 
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Ｍ ｰｾｲｾｮｴｾｩ＠ illnesses le_ad. to · deviant ... behaviour .1.'n the cl).ildren, · no.:c-, 
0 ; ｾﾷ＠ • R Ｍｾ＠ • • ｾ＠ .. 
... · 
. when· there are . harmful consequences, are all childre·n ･ｱｾ｡ｬｬｹ＠ Ｍ ｡Ｎ Ｎ ｦｦ･ｾｴ･ｱＮｾ＠ Ｍｾ＠ · . . ,_ · 
ｾＭ . , . 
. ' .. ｾ＠ ') .... 
· : · · ·summary ,.·.,· .. . I 
. . I .; . : 
ﾷ ｾ＠ ... · . · In; the case of strok;e faJD.il_ies, · the ; __ c:omhination: of · ｊ＿ｾｹｳｩ｣ｾｬ＠ Ｇｻ ｩｬｾｲｩ･ｳ＠ s · 
and . increased· fri'ction between the parents .. ｾｾＭｱＮｬ､ Ｇ＠ place ｴｨ ﾷ ｾ Ｎ＠ Ｌ ｣ｨｩｬ､ｲｾｾ Ｌ＠ ｩｾ＠ an 
.. ･ｸｴｾ･ｮｩｾｬｹ ｾ＠ ·vu1nerabie position_. The seriousness or type ｯｾ＠ stroke 
disability has yet t·o be assessed in its effect on the .qhildren. ｾ､ｷ･ｶ･ｲＬ Ｎ＠
ｾｳ＠ -mentioned. at the ·beginning·,. the is'sue is . of ｭｾｮｯｲ＠ importance. ｷｨｾｮ＠ ·. 
｣ｯｮｳｩ､ Ｎ ･ｲｾｮｧ＠ the life stage of the typical stroke patient. 
ｾ＠ .• .. 
1_ ·(vi) Emotional and health problems of the .. spouse 
. Sex-differentiated incidence rates . for a variety_ of illnesses, all · . 
o;r :whiqh could be broadly described as 'stress-·related', have been . ｰＮｾ ＿ ｾ ｾ Ｍ ｾ＠
for · some · time. These include heart disease, ulcers .of.· the stomach ｡ｮ､Ｚ ｾﾷＬ＠
､ｾｾ､･ｮｵｭＬ＠ depressive illness and psychonelirotic. d1sorders. The former two 
ar.e . characteristically masculine. illnesses (Dodge and Martin, 1970) ﾷ ｷｨｩｬｾ ﾷ＠
the latter two are more ｴｹｰｩｾ｡ｬｬｹ＠ feminine disorders (Gove and ｾｵ､ｯｲ［ Ｎ＠ · 
1973). 
As regards 'stress-related' health problems . (as ｲ･ｰｯｲｴ･ｾＩ＠ in the 
ｳｾｲｾｫ･＠ literature, there is insufficient evidence to evalyate any 
sig11ificant patterns. Biorn-Hanse:h (1957) reporte'd ｳ･ｶｾｲ Ｎ ｡ｬ＠ cases · in . 
which the ｰ｡ｾｩ･ｮｴ＠ 's wife was known to have emotional . ､ｩｳｴｵｾ｢Ｇ｡ｮ｣･ｳ＠ that 
were. thought to have been precipitated or further ··a:ggravated ·by the' .. 
patl.ent 's illhess. She stresses that the illness· by· ｻｴＧｾ Ｇ ｾｬｦ＠ .. does not 
｣ｲ ｾ ･ ﾷ ｡ｴ･＠ emotional disturbances' but the total _impact of ｴｨ･ Ｎ Ｌ ｣ｨ｡ｮｧｾｳ＠
ｾｾｬｬｾＺｭｩｮｧ＠ a stroke created sufficient stress to _ bring tlie·se · ｾｩｳｴｵＺ｣｢ｾｾ｣･ｳＭ · 
·/ 
·to the for.e. This is ｳｩｭｩｬｾｲｬｹ Ｚ＠ concluded by Dorner (1975.) :j::p. his ｾ｡•ﾷｮｰｬ･＠
··;,. 
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st:udy_ ·were mo:r;e v::ulnerable and .more likely ｴｯ ﾷ ﾷ ﾷ ﾷ ｢･ｾｯｮ［ｩｾ ｾ＠ ｾ Ｍ ･ｰｲ･ｳｳ･､＠ by ｯｾ ｟ ｨ･ｲ＠
ｰｲｯ｢ｬｾｩｮｳ＠ in their · ｩｩｶ･ｾ＠ as a ｲ Ｎ ･ｾｵｬｾ＠ of the . chronic stress imposed over 
., 
th·e : ｹ･｡ｲｾ＠ by .havi.ng a handica:pped , ch.ild. · Tizar4 ｾｮ､＠ ,Grad, (19.61) , . in 
·· their survey of . plentally hand"icapped ｰ･ｲｾｯｮｳ＠ and ｴｨ･ｩｲ Ｇﾷ ｉＧｾｩｬｩ･ｳＧ＠ found ｾ ｯｮ･ Ｎ＠
th-ird of mot}J.ers. ｨｾ､＠ a current physical he_alth pr<?blem and-· in -14% this ｷ｡ｳ ｾ＠
a serious problem. The· corresponding figures for me1;1tal health were ｾＸＥ ﾷﾷ＠ ' 
and! 5%.· or ·the ｦ｡ｴｨ･ｲｳｾ＠ 26%,· had a ｰｨｹｳｩｾ｡ｬ＠ problem arid 24% a mental 
ｨｾ｡ｬｴｨ＠ P!oblem . 
... : . · ｾ ［＠ ;Relating these findings to· the gene:t;"_al.' .. epidemiologic.al studies of 
.. ､ ﾷ ｾｰｾ･ｳｳｩｯｮＬ Ｎ＠ it is· gene:rally observed that _ vromen ｰｲ･ｰｯｮ､･ｲＮ｡ｴｾ Ｇ Ｈａ､･ｬｳｴ Ｎ ･ｾｮ＠ . 
.... . . \ ... ....1(:., 
et al; 1961+; Weissman and IG.erman, 1977)' and·: this is appar'ent in eye;ry.,.age; 
,. ... 
group. With respect to age, .there is evidence for a shift in the ｰ･｡Ｉｸ Ｎ［ﾷ ｾｧ･＠ ... 
of depr_ession - recent reports emphasize; ､･ｰｲｾｳｳｩＹｮ＠ in young· ·adults, ,aga.in ; 
with .a predo:minance of ｦｾｭ｡ｬ･ｳＮ＠
Weif?sman and ' Klerman (1977) review the various e:x:planations offefed' 
for · the differing rates of depression between the· sexes. The explanations 
include the possibility that the trends are spurious because . of artifacts 
produced qy methods of reporting symptoms, or that 'they are real because. 
of biological susceptibility, psycho-social factors such ·as social 
discrimination, or learned ｨ･ｬｰｾ･ｳｳｮ･ｳｳ＠ ｩｮｨ･ｾｾｮｴ＠ in the female ｲｯｬ･Ｎ ｾ＠
r •. 
These explanations are of interest when considering the wife of the stroke ﾷﾷ ﾷ ＧＮｾ＠
patient as_ there ·might be evidence put forward to ｩ､･ｮｴ Ｎ ｩｦｹＮｾｮ＠ ﾷ •｡ｴ ﾷ ｲｩ Ｚ ｳｾＧ＠
group. A few of- these explanations will be considered .:f'"!lrtlier as they have 
particular relevance to the ｰｲ･ｳｾｮｴ Ｎ＠ study. 
· The menopausal period is pr.eswned· :t·o produce an increased risk :of . 
､･ｽ［ｸｲ･ｳｾｩｯｮＮ＠ Winokur ( 1973) ·round !I . however, that t-here ｷｾｳ＠ ｾｯ＠ greater. risk 
. ｾﾷ ＧＮ＠ : . .. ｾ＠ ｾＮ＠ ｾ＠ . • . . ｾＭＮ＠ . .. .. ,. . . . ｾﾷﾷ＠ . i .... ,....jl.:: 
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for _ depres:;:;ion duri_ng the ·menopause than during· otter tim.es of the · life 
span. Similar :findings have been noted by ｯｴｨ･ｾｳ＠ (e.g. ａｾ･ｬｳｴｩＺ､ｮＬ＠ ;19_64) •··' ｾＭｾ ｟Ｌ［＠
_:Erowever, . Deyltin et al ( 1966) l;l.ave pointed out that the .period c ｯｩｮ｣ｾ､ｩ ｟ ｲｩｧ＠
with . the mer1?pause may be associated .with _other · life. ･ｾ ｟ ｾｮｴｳＬ ﾷ ［ﾷ ｳｵ｣ｨ ﾷ ｡ｳ ﾷ ｟＠ · 
departure· of . children from the home. These psychosocial changes . may have 
more of an impact on -vromen than · the cessation of the mens'es itself, · ' 
Brown et al (1975) examined the ｲ･ｬ｡ｴｩｯｮｳｨｾｰ＠ between psychos·ocial. 
stress and ｾ ｳｵ｢ｳ･ｱｵ･ｮｴ＠ affective disorders and found that working ｣ｬ｡ｳ Ｎ ｾ＠ .. ·· 
married women with young children living at home had the ·highest rates· of-
､ｾｰｲ･ｳｳｩｯｮＮ＠ Subject to equivalent levels of stress, working class ｶｲｯｾ･ｮ＠
were five -times more ｬｩｫｾｬｹ＠ .to become depressed than m:id.d;le class · ｷｯｭ･ｮｾ Ｚ＠
Four factors were found to contribute to this· class difference: loss of a 
mother in childhood; three or more children under age -14 living ｡ﾷｾ＠ ·hom.et 
absence of an intimate and .confiding relationship with husband or 
boyfriend; lack of full or part-time emplo:yment outside the home. 
first three_ factors were more -frequent among working ｣ｾ｡ｳｳ＠ women. 
ﾷ ｃｯｮｦｩｾ｡ｮｴｳ＠ otber than spouse .or· boyfriend did not have a ·protective 
effect. 
The -
The association of poor interpersonal relations within the marriage 
and clinical depression is further· supported by studies of depressed 
women during psychiatric treatment. Payk_el et al ( 1969) ｦｾｵｮ､＠ that mari·cal 
discord was the commonest event in the previous six months -reported by · 
. 
､･ｰｲ･ｳｳｾ､＠ patients compared to normals • . ·Weisman and Paykei ( 1974) found · 
that acutely depressed women, as compared to matched normal ·controls, 
reported ｣ｯｮｳｩ､ｾｲＮ｡｢ｬｹ＠ more· problems in marital intimacy' especially 
ability to ｣ｯｭｭｾｮｩ｣｡ｴ･＠ ｷｾｴｨ＠ the spouse. ·;The. ｣ｬ｡Ｎｳｳｩ｣ｾｬ＠ ｰｳｹ｣ｨｯＭ､ｹｮ｡ｭＮｾ＼ＺＡ＠
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. early childhood deprivation, excessive guilt and ｴ･ｾ､･ｮ｣ｹ＠ to turn 
I 
hostility against themselves. The immediate precipitant for the overt 
clinical depression is hypothesized to be a loss, either actual or 
symbolic. 
Further work is needed to evaluate the incidence and type of 
'stress-related' ｩｬｾｮ･ｳｳ･ｳ＠ experienced by the spouse of the stroke patient. 
It would be of especial relevance to evaluate· how far poor interpersonal 
relations within the marriage, especially · ability ·to communicate w·i th the 
spouse, is related to clinical depression in the spouse. Work in this 
area would have practical implications of being able to identify an 'at 
risk' group for developing ｳｴｲ･ｳｳｾｲ･ｬ｡ｴ･､＠ symptoms • 
Within the study, spouses of .aphasics will be compareu with spouses 
of non-aphasic stroke patients in terms of incidence -of psychiatric 
disorder and stress-related illnesses, with especial reference to 
depression·. 
4. Practical implications of family involvement in the rehabilitation 
·of the patient. 
it is often the case that 
my patients 
are only pieces of a total situation 
which I have to explore. The single patient 
who is ill himself, is rather the exception.' 
T.S. Eliot 1950. 
The relevance of the family in the rehabilitation of a patient 
disaoled by stroke is frequently reported (e.g. Panting and Merry, 1972; 
Isaacs, 1976; Hyman, 1972). There is much evidence to support the view 
that good family support is frequently associated _with good functional ·. 
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reGovery of the patient. Litman (1964), ｵｳｾｮｧ＠ a sample of 100 stroke 
patients frpm rehabilitation centres in Minneapolis, ｾ｡ｩｬ･､＠ to find a 
statlstical relationship between the degree of ｾ｡ｭｩｬｹ＠ solidarity and 
the patient IS response to rehabilitation, bUt COnSiderable evidence ' 
indicated that the ｾ｡ｭｩｬｹ＠ as an interacting unit does ｟ ｰｬｾｹ＠ an important 
supportive role in the patient's rehabilitation. 75% of his subjects 
named the family as the primary source qf . comfort and encouragement. 
Buck (1963), who writes both as a therapist and from personal 
experience of his own cerebrovascular accident, stresses -the significance 
of the family - 'It is important to ｳｴｲ･ｾｳ＠ that patients with similar 
degrees ｯｾ＠ recovery (to his own) are those who were fortunate in having 
family members demonstrate warmth, affection, and acceptance as a result 
of continuous professional guidance'. He continues in the same vein and 
says - ｾａ＠ stroke is actually a family illness and assistance should be 
readily available ｾｯｲ＠ the entire household' • 
New et al (1968) were concerned with the role of significant 
others in the rehabilitation of 4.8 heart and stroke patients. They 
argued that if there is agreement between the patient and the significant 
others on his state ｯｾ＠ well-being, it could be concluded that some 
understanding is achieved and the support system can aid in the 
rehabilitation process. When agreement is lacking, the consequences may 
be more severe. For instance, if the patient thinks of himself as fully 
independent, yet the significant others (his. wife, grown children, his 
:friend) feels . that· he is still dependent, then the patient may not be 
allowed to do things for himself, may be sheltered or hindered in his 
daily activities. They found, in general,. the spouses seem to be 
empathetic to the patients; but children are inclined· to overestimate 
.. 
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the dependency of their parents (patients). ·Friencls of professionals 
see the patient as bei_ng more independent. 
［Ｚｾ＠ ·_: .: :.:. . .· ﾷ ｾｾ ＺＺ＠
Hurvitz and Adams (1972) listed one of the encouraging signs for 
good functional prognosis as the presence of family and relatives who 
have been adequately informed about·the care they need to offer to the 
patierit. 
Hyman (1972) rated 110 stroke patients from a rehabilitation centre 
in Ne1.f York and reported a.n unexpected finding that satisfaction with the 
;._ , 
family is negatively associated. with functional improvement. But on 
further analysis, he found that this association was cqnfined to social 
contexts where the potential for overprotection of the patient was great •. 
Only among middle-class patients ｡ｮｾ＠ those living alone with their spouses 
did satisfaction with the family work ｡ｧｾｩｮｳｴ＠ functional improvement. 
Stunmary 
Most clinical ｾｯ｢ｳ･ｲｶ｡ｴｩｯｮｳ＠ (e.g. Smits, 1974; Lehmann, 1975; 
Granger, 1975) agree that positive family support, empathy and encouregement 
are associated with good functional recovery of the patient. Counselling 
of the family is of prime importance to negate any disruptive problems. 
Stroke groups 
Unfortunately, as the role of the family, particularly the spouse, 
is increasingly recognised in rehabilitation, the gaps in health care are 
highlighted. There is a great need for the use of counselling groups of 
. ﾷ ｾ＠ . 
f'amilies of stroke patients. Groups can disseminate ｡｣｣ｵｊｾ｡ｴ･＠ information · 
. .. I 
about the disability as it affects the patient; reduce anxiety and negative 
emotional reactions related to the disability; and e,ssist in role changes 
necessary for reaclju.stment of the family and' patient. 
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Mykyta et al (1976) instituted a relatives' group as an adjunct 
to the ｲ･ｨｾ｢ｩｬｩｴ｡ｴｩｯｮ＠ of stroke patients in their unit in Adelaide, 
Australia. Relatives were asked to fill out a questionnaire to determine 
their impressions about the group. All found ft extremely ｢･ｮ･ｾｩ｣ｩ｡ｬＬ＠
and one particular ｣ｾｾｮ･ｮｴ＠ related to their appreciation_ of . having 
technlcal problems explained in lay terms. The staff at the unit found 
that by analysing the problems brought ,up the;y- could anticipate them at 
a much earlier stage in treatment. 
Isaacs (1976) similarly reported instituting a stroke club in 
Glasgow where relatives met once a month. They received a talk on some 
: Ｎｾ＠ . 
practical aspect of the management of stroke from a doc-Gor, physiotherapist, 
-· . . , 
occupational therapist, speech therapist, nurse or other member of ｴｨ･ｾ＠
team, and then they were encouraged to talk about their specific problems 
in further discussion. Isaacs reports that it seemed to be a valuable 
method of mutual support and led to other activities init1ated by the 
relatives themselves. 
Overs and Healy (1973), commenting on data from a four yea:r study 
on the effectiveness ｯｾ＠ rehabilitation counselling in helping families 
with stroke patients, emphasise the limitations of the counselling 
process. Counselling theory in general implies that the most productive 
use of time and skills is usually attributed to helping tl1e client gain 
insight so that he will change his attitudes and achieve personal grmvth 
which will enable him to solve future problems on his own. In Overs and 
Healy's experience, this .goal is not possible with middle-aged stroke 
patients and counselling time is better spent on specific rehabilitation 
) . 
｣ｯｵｮｳ･ｬｬｾｮｧＮ＠ They ｾＧｬｬＺｧｧ･ｳｴ＠ that the rehabilitation counsellor· has a 
positive value in giving -
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information about the stroke condition 
information about community facilities ' 
advising patients about adaptations in the horile 
counselling about transportation possibilities 
making contact with sociallY. isolated patients 
Wells (1974) describes ｡ｮｾ･､ｵ｣｡ｴｩｯｮ＠ programme for family members 
of stroke patients. The sessions involved all members of the 
rehabilitation team in a round table discussion a.s well as a q_uestion 
and answer format. He found from surveys of participants afterwards, 
that the process resulted in decreased anxiety about stroke, improved 
communications with the staff and a more supportive role in the therapy 
of the patient. 
Most papers support the claim of·benefit from group discussions 
with patients and families but this type of service is still relatively 
rare throughout the National Health Service. Aphasic patients fare 
somewhat better in this respect than patients without aphasia. Speech_ 
therapy departments have been taking an active lead in experiments 
incorporating family groups in their therapy programmes. Sarno, 
Silverman and Sands (1970) noted that the role of the speech therapist 
may be more important as an advisor and counsellor to apha.sic patients 
and their relatives, rather than in treating the language problem. 
·sunimary 
It would appear that there is a small trend towards actively 
involving the family in the rehabilitation of the ｰ｡ｾｩ･ｮｴ＠ but there is 
surprisingly little evidep.ce indicating the number of families in need 
of these services. The present study hopes to evaluate fuxther t.he 
need for. stroke groups and to elicit the partic.ular problems . which 
could be · usefully discussed in such a group. 
.. Ｍ ｾ＠ ［ Ｚ＾Ｇｾ Ｑ＠
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Self-reports of o.pho.sics 
It is surprising , but fortunate for our purposes, that the 
hest known autobiographicai .. ac·c:ounts of stroke have come from aphasic 
patients·. Since the main theme of the study is to assess ｴｨｾ＠ difficul-ties 
presented by aphasia, it is of relevance to briefly mention some of the 
self-reports of aphasics. Our. discussion will focus mainly on family 
relationships. 
Douglas Ritchie (1966) suffered a stroke when he was fifty years 
old. He writes how in the first yea:r he 'heeded only the most optimiBtic 
things that were said to me and the rest, I did not hear or came to the 
conclusion that they were wrong'. It took two yea:rs before he ,.,orked 
through this defensive reaction and decidecl that his recovery depended 
largely on himself. In terms of family relations,' he described hjs 
anxiety about his children (20 years and 17 years) whom he felt often 
misunderstood him. · He found it difficult to establish· a rapport with 
them and found it necessary to radically re-define his relationship to 
· them. 
The book 'Pat and Roald' (Farrell, 1969) describes the stroke and 
rehabilitation of Patricia Neal, the actress. She was 39.years ｯｾ､＠ when 
she suffered the stroke but was fortunate in having a. husband who 
emerged as an enthusiastic, stubborn force in her rehabilitation. Roald 
des.cribes how he found it necessary to reassure Pat of 'one-hundred 
ｰ･ｲｾ･ｮｴＧ＠ recovery in the initial stage. He reasoned that if Pat 'vas 
going to have to settle for some lifelong disability, she would be far 
better . able to adjust·to it after rebuilding herself as ·far as she could. 
rl1hey mention the huge quanti t'ies of mail they received from s imilur 
stroke victims - many spoke · of their loneliness and sense of isolation. 
ｾ＠ .. ), -. ｾＮ ＧＮ＠
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Throughout the book, the emphasis is placed on the va:}..ue of· friends 
who took over the active part of rehabilitating.Pat, releasing Roald 
to cope with earning a living and running the House and family. 
Friends, acting as volunteer therapist·s, also helped to maintain a high 
level of morale in Pat. 
Scott Moss (1912), a 43 year old psychologist, also ｾｾｩｴ･ｳ＠
illuminatingly about his stroke and recovery. He describes how, in 
the first six months, he was easily distracted from any task!l and his 
wife comments, "He was like a child who wanted to play games" - so 
that is what she did initially. She also comments on their children 
(5, 7 and 10 years) -the eldest's school work fell copsiderably 
"He 1ias much more aware of the danger and trouble we were in than I had 
realised". She found it hard to cope with her husband's frequently 
uncontrollable anger over trivia. Moss .adds that "if my wife had not 
been able to give so completely of herself in my early recovery, I 
would not have regained my abilities nearly to this extent - it -vrould 
have been easier to have settled for much less". 
37. 
,• 
l ｾ＠ ...... '-, } . Ｇ Ｍ ｾ ＮＮＮ＠ .·.: -:: .... ｾ Ｍ
,._ ｾ＠ I 
·._'. 38. 
III. AIMS AND HYPOTHESES ·OF THE STUDY 
The principal aim of this investigation was to study a series 
of spouses of stroke patients in such a way. as to .determine the 
significance of aphasic ｣ｯｭｰｬｩ｣｡ｴｾｯｮｳ＠ in the stroke disability syndrome 
... 
i-, 
- ｾｾＭ . in relation to the adjustment problems experienced by the spouse. 
By comparing and contrasting the problems of the spouse of the 
' ·' . ｾ＠
patient with aphasia and those of the spouse of the non-aphasic stroke 
patient, it is hoped to evaluate vrhetP,er the sequelae of aphasia will 
need alternative services from the health care team than those which 
are already ｰｲｯｶｩｾ･､Ｎ＠ The areas of study will include those that are 
. 
noted in the relevant literature as frequently problematic to the 
1.:: 
.spouse of a stroke patient, i.e. marital relationships, attitudes, 
· · health problems, social isolation and role readjustment. 
In addition to the problems of aphasia, it is hoped to assess 
·the extent to which the laterality of the lesion compounds the problem 
of aphasia, or presents additional independent problems in the home 
situation. 
5 ' 
Hypotheses 
The primary hypothesis of the present investigation is that 
spouses of patients with aphasia are distinguishable as a group from 
ｾ＠ .. spouses of non- aphasic stroke patients by a greater incidence of 
psychiatric problems and adjustment ､ｩｦｦｩ｣ｵｬｴｩ･ｳｾ＠
:: 
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Hypothesis I 
Spouses of patients with .aphasia are more socially maladjusted 
than spouses of non-aphasic stroke patients. 
H;[pothesis II 
Spouses of patients with aphasia show a greater degree of marital 
conflict and stress than spouses of non-aphasic stroke .Patients. 
Hypothesis III 
Social isolation is more prevalent &aong spouses ｯｾ＠ patients with 
aphasia than spouses of' non-aphasic stroke patients. 
Hypothesis IV 
Attitudes of retributive guilt, overprotection, rejection and ;::. 
unrealistic aims are more prevalent among spouses of ｰ｡ｴｾ･ｮｴｳ＠ with 
aphasia than spouses of non-aphasic stroke patients. 
!!n>othesis V 
Spouses of patients with aphasia have a greater incidence of 
minor psychiatric disorder and stress-related health symptoms than 
spouses of non-aphasic stroke patients. 
Further, it is sub-hypothesized that each of these characteristics 
may vary according to the laterality of the lesion. 
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IV. STUDY METHOD 
A; . Design 
Preliminary considerations in the design of the study were:··· 
i) The natu.-re of the problem under investigation precluded 
a laboratory experimental approach, so leaving an analytic 
survey (or natural experiment) as the ｰｲｾｦ･ｲｲ･､＠ methodQ 
ii) A study of the figures available for incidence and 
_) 
survival of stroke produced the following conclusions: 
The incidence of acute cerebro-vascular accidents in the U.K. 
lies between 1.8 and 2.0 per thousand population per annum (World 
Health Organisation, 197i). 
I 
'An average district general hospital (e.g. Northwick Park Hospital 
where the study was undertaken) serves ' a population of approximately 
ﾷ ＲＰＰｾＰＰＰＮ＠ Such a hospital would expect to deal with about 350-400 new 
·strokes per annum. 
This would leave 170-200 survivors after 6 \veeks reducing during 
the next six months to between 150 and 170 (British Medical Journal, 
1976). 
Of these, 50 \Jill be completely dependent and bedfast and most 
often under geriatric care in long-term convalescent· homes.. A further 
50 will have fully recovered, leaving 50-70 stroke survivors -vrith 
residual disability who are likely to be able to live at home. 
Eligibility in the survey would be affected also by the follo-vring 
considerations: 
. . 
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a) 
b) 
. .. . . ·. . .•. .. ﾷｾ＠ . . 
A stroke rehabilitation tria.l con<?urrently r.unning at Northwick 
Paxk Hospital yielded. an estimate that a further 45% of stroke 
survivors would fal_l into the foJ.lowing ｣｡ｴ･ｾｯｲｩ･ｳＺＭ previously 
dependent, other serious illnesses, outside the area (personal 
｣ｾｭｭｵｮｩ｣｡ｴｩｯｮＩＮ＠
Of the stroke survivors, a further 50% are dead within the next 
four to five years. 
c) Restrictions relevant to the study (e.g. marital status, age) 
would further diminish the available subjects. (It has already 
been noted that only 27% of stroke victjms are aged 65 years 
or less Acheson and Fairbairn, 1970). 
Taking these points into account, it was roughly eptimated that 
only about ＱＶｾＲＳ＠ survivors per year would be suitable for study·. 
· So having established that the number of available subjects would 
be small, and with reference to the nature of the problem to be 
ansvrered, the design chosen was a between-group, cross sectional method. 
Reliance on internal comparison would allovr maximum use of the 
available subjects. 
The possibility of death of the patient dtiTing the study period 
further limited the·use of an alternattve longitudinal design. 
B. Construction of the population 
i) ｾｮｴｩｦｩ｣｡ｴｩｯｮ＠
In order to gain a maximum. cross-section of the stroke population 
while at the same time keeping within an accessible catchment area, it 
\vas decided to take the main sample of subjects from Northwick Park 
Hospital and to incorporate two smaller ｾ｡ｭＮｰｬ･ｳ＠ from two other local. 
· . •· . • ·. . .... . 
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general hospitals. The hospiJGals were comparable in terms of 
geographical ｬｯ｣｡ｾｩｯｮＭ (they all lie in. the ｌｯｮｾｯｮ＠ Metropolitan 
Region) .and have similar rehabilitation procedures ·ror the treatment 
of stroke. However, they are both smaller in size and were expected 
to produce fe1-rer suitable subjects than would be provided by an average 
district general hospital. 
The sample. was ' obtained by monitoring all the stroke patients who 
had been seen by the rehabilitation department between April 1972 and 
May 1976 (in the case of the secondary centres, the period was from 
January 1974 -March 1976). 
The requirements for each patient to warrant further investigation -
were: 
A residual hemiplegia and/or aphasia - as determined by clinical 
judgement and record. 
The -stroke had occurred between three months and three years prior 
to the assessment. The three months parameter was taken because: 
1. Most clinicians agree that maximum recovery from stroke takes 
place in the first three months and the study was concerned with 
the impact of long-term disability as opposed to the trauma of 
the initial crisis and recovery phase. By the three month stage 
the pati_ent and family will be avrare of the long-term 
implications of the resid.ua.l disability. 
2. The Social Adjustment Scale, used in the study, requires the 
subject to assess her performance and behaviour over the ｰｾ･ｶｩｯｵｳ＠
two month period. AJ.lowance had to be made for this. 
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The average hospita.lization of the stroke patient is 5 weeks 
(Northwick Park Hospital - personal communication) and in 
order to assess the d.ynamics.of ｾｨ･＠ home situation, a period 
of time must be allowed for adjustment patterns to take place. 
The three years parameter was taken as it was considered that 
assessment after this period could not be reliably related to the stroke. . ··· 
ii) ,!6cclus ｩｯｮｾﾷ＠
If the patient met with the initial ｲ･ｾｵｩｲ･ｭ･ｮｴｳＬ＠ his medical 
records were further investigated. The following criteria -were established 
as further reasons for exclusion. 
1. Failure to survive. 
2. Full recovery following the stroke. 
3. Marital status ｵｮｳｵｩｴ｡｢ｬ･ｾ＠ e.g. single, widowed. 
(These three ｣ｾｴ･ｧｯｲｩ･ｳ＠ made up the largest group of exclusions -
as expected from the epidemiological literature). 
4. Patient not living with ｳｰｯｵｳｾＬ＠ e.g. in residential care. 
5. Patient transferred well out of catchment area and inaccessible for 
a study. 
6. Patient/spouse with additional serious disease, e.g. Parkinson's 
disease, ｴ･ｲｭｾｮ｡ｬ＠ cancer. 
(It was thought that the effects of the additional illness would 
blur those o! stroke). 
7. Patient previously dependent and incapacitated. 
(This was included for similar reasons as above). 
8. Patient/spouse over 80 years of' age. 
(This group w.as excluded since it was thought that .. asoessment 
woulcl. be complicated by senile changes). 
. \ 
>_: .' 
j·'· "'· 
ｾ Ｚ＠ J • . • i;. 
I\ 
1
··.<:-·' . 
ｾ＠ J' 
' .. 
r . 
} . 
ﾷ ＺＧ Ｌｾ＠ Ｍｾｾ＠ }, ｾ ﾷ ｾ Ｍ ... , · ｾ＠ >.., • ｾＮ＠ ﾷｾﾷｾＺＺﾷﾷｾ＠ .. ｾ＠ ﾷｾ ｾＧＫＮ ﾷＺＺＮ•Ｇ＠ ｾ ﾷ Ｚ • ｜Ｚ＠ ｉ ﾷ ﾷ ｾ ﾷ［＠ .. • .. •• ........ "¥·;,-::: •1"• ＺＺＭＭＺ ﾷﾷｾ＠
. ' ·• ' 
..,. , . . 
9. .Previous psychiatric history in spouse. 
(See Appendix H for definition. Reactions to the stroke by 
spouses with a known psychiatric history would blur the effects of 
stroke, as in the case of patient being previously dependent). 
10. Language difficulties in ｳｰｯｾｳ･Ｎ＠
Table 2 Exclusions 2 ｳｾ｢ｪ･｣ｴｳ＠ and refusals from the different centres 
·-
Main First Second 
Sample Supplementary Supplementary Total 
Sample Sample 
...... 
Exclusions 845 190 162 1197 
Refusals and 
non-responders 7 4 1 12 
Subjects 55 11 13 79 
Total 907 205 176 
p 
1288 J 
It is difficult to interpret these figures since the method of 
collecting the sample meant that the total includes all patients 
ｲ･ｦ･ｾｲ･､＠ to the rehabilitation departments with a diagnosis of stroke 
this will include many patients who are referred for maintenan_ce 
therapy for old disabilities; patients who have had recurring episodes 
of stroke; patients ·who are misdiagnosed, etc. Consequently these 
figures will not .relate directly to the given figures for the incid.ence 
of first stroke and survival. However, the estimated number of suitable 
subjects ｦｲｯｾ＠ the. main sample proved to be correct, and ｴｾ･＠ supplementary 
samples are also appropriately smaller. It was also impossible to analyse 
the reasons for exclusion since many of the patients fell into more than 
one category. However, it was noted that the majority of the exclusions 
fell into the first three criteria listed. 
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iii) Refusal and ｮｯｮｾｲ･ｳｰｯｮｳ･＠
Ar:ter the criteria of the study had been defined and implemented., 
. ｾ ＭＭ :- .--
the rate of refusal and non.:.response was. calculated. If this had been 
disproportionately high then there would have been doubt about the 
representat'iveness of the sample. However, as can be seen from the 
tabl·e below, the proportion of refusals of the approached subjects (not 
the total population) was 13%. This is acceptably low for a study of 
this nature · and in addition some of those who refused might have been 
found inelfgible if interviewed. Non-response was registered only after 
repeated letters had .failed t·o make contact with the subject. 
Table 3 Approached sub.i ects refusals · and acceptances 
--
Spouses of non-aphasics Spouses of patients with aphasi{3. 
Refused Accepted Refused Accepted 
\. 
Male 1 13 3 11 
Female 6 30 2 25 
(this includes 
3 non-
resJ?onders) 
Total 7 43 5 36 
Total number accepted 79 (87%) 
Total number refused 9) (13%) 
Total number no response- 3) 
It can be seen from the table that there is no significant 
difference in refusal rates ｢･ｾｷ･･ｮ＠ spouses of patients with aphasia. 
and "those without o.phasin.. .1\mong the reusonr:.l given for refusal to 
participate were: 
Spouse did not want to complete forms after initial interview. 
Spouse did not think that tpe project would help her or her 
husband. 
Spouse too busy. 
- - • • • ... .: •• - ...... - - - - - - ---- Ｍｾ ＭＭ - -- -- h - - - - -- ＭｾＭ
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iv) Controls 
. . ｾＭ Ｎ＠ : ·.:-... 
Although it would have been interesting to test some of the 
measures used against a group of subjects who were .not suffering 
from the effects of stroke, in the ･ｶｾｮｴ＠ this was not attempted. 
This decision. was governed by the assumption that a stroke 
population is a naturally selected. group; and as the numbers of 
patients with and without aphasia were reasonably well balanced, 
it was thought that the q_uestions posed could be answered by 
internal rather than external comparisons. 
c. Classification 
It is important to clarify at this stage that it is the 
spouses of stroke patients who are of primary concern in this 
study. ｾ Ｚ Ｇｨ･＠ subjects referred to henc e:forth are the spouses unless 
otherwise stated. 
There were now 79 patients and spouses who had agreed to 
take part in the study and complied with the criteria set, i.e. 
the patient had been diagnosed as having experienced a stroke 
resulting in hemiplegia and/or aphasia; 
46. 
·,.' · '·""'. 
•'. 
the patient had 'been expoHed to rehabilitation services; · 
the stroke had occurred not· less than 3 months and not more 
. :-:· '· .. :':... 
than 3 years prior to interview; and 
ｴｨｾ＠ ｰ｡ｴｾ･ｮｴ＠ and spouse did not fall irito any of the categories 
listed for exclusion. 
Each was now allocated to one of a number -of groups according to 
the disability status of the patient. Initially, since the main 
., hypothesis of the study was to evaluate the impact of aphasic disability, 
the s·pouses were ｡ｬｬｯｾ｡ｴ･､＠ in groups as J.n the ·table below: 
Table 4, Distribution of spouses according to patient's disability 
Aphasia only Aphasia & Hemiplegia Hemiplegia only 
Group A Group B Group C ·rotal 
Male 0 11 13 24 
Female 8 17 30 55 
Total 8 28 ｬｾＳ＠ 79 
Subsequently the spouses were allocated to similar groups with 
the additional classification of laterality of lesion.· Since clinical 
determination of the laterality of the lesion (e.g. air encephalogram) 
was not available, only right-handed subjects were included -the 
dominant ｨ･ｭｩｾｰｨ･ｲ･＠ was assumed to be the left and the minor hemisphere, 
the right. Laterality of the lesion can then be inferred by the 
laterality of hemiplegia and whether aphasia is pres-ent. Using this 
method oi' classification the ｾｵｭ｢･ｲ＠ of subj ccts is ｲ･､ｵｾ･ｵ＠ t ·o ｾ ＨＱ＠ (the 
other 8 being being left-handed or ambidextrous). 
., 
Table 5 Distribution of spouses according to lateraiity of lesion 
L. Hemisphere .R. Hemisphere 
Total 
Aphasia R.Hemlplegia R. Hemiplegia L.Hemiplegia 
only and aphasia 
Group Al Group Bl Group Cl Group · C2 
.. 
Male 0 10 2 9 21 
Female 7 15 13 15 50 
-
Total 7 25 15 24 71 
The initial classification in terms of presence of hemiplegia or 
aphasia was based on the clinical records of the rehabilitation 
department as confirmed by the clinical judgeme?t of the interviewer ｾｴ＠
assessment. 
Matching 
Due to the relatively small available study population and in ｯｲ､Ｎ･ｾ＠
to c·omplete the s·a.mple in a reasonable period, all subjects who 
satisfied the selection criteria were included in the study. The groups 
were then carefully inspected to ensure that they were adequately matched. 
These comparisons are considered under the section dealing with the 
description of the study population. 
D. Statistical Method 
i) J\.11 the interview· informa:liion and assessments were coded on a 
Master li'orm and checked for reliBtbility. 
ii) •rhe grpups were examined for comparability in terms of background 
data and severity of patient's disability • 
._ __ ....;... ___ _... ____ ___:... _ ___,;,:......... ______ __:_:.:..,__ ___ :.___  ___:... _ _ _ ________ . . 
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iii) Analysis of differences ｢ｾｴｷ･･ｮ＠ the groups wno undertaken 
using both :forms of classification. of the subjects (disability 
... - :• · •. "':, 
. ﾷ ＺＭｾ＠ : 
status and laterality of lesion). 
iv) Statist'ical tests of significan·ce used 1.n this analysis were: 
Student 's t-t est 
Mann Whitney U-test 
Chi-squared test corrected for continuity; and . 
Fisher's Exact Probability Test when the expected frequency of 
any cell was less than 5. 
v) ·A minimum two-tailed probability level or· p <. 05 . was set. 
• ' • ﾷｾＮ＠ • ''I' • . • ,. t 
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V. ASSESSMENT - METHODS AND PROCEDURE 
1.. Methods of' assessment 
The assessments used in this study can be divided into three 
main sections: 
A. General history and information 
ｂｾ＠ Patient assessment 
C. Spouse assessment 
A. General history and information 
The purpose of this section was to elicit the relevant socio-
demographic details and medical histories of the patient and spouse • 
. Many of the questions used in this section were modelled -on ·[jhose used 
in the stroke survey by Weddell (1974). 
The questions can be categorised into six sections: -
i) Registration 
ii) Occupation and Social Class 
iif) Income and housing 
iv) Medical history of patient 
v) Spouse history 
vi) General information 
The assessment sheet for the above que-stions also acted as the 
Master Form which was used for coding. The Master Form additionally 
included the results of: 
i) Patient assessment 
ii) Spouse assessment 
A copy .of the Master Form is included in Appendix A. 
Ｌ ｾﾷ ﾷ＠
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B. Patient Assessment 
Whilst the prime emphasis of the study was on the problems 
associated with aphasic and/ or hemiplegic ､ｩｳ｡｢ｾｩ＿ＭｩｴｹＬ＠ it was 
recognised that these are only part of cerebrovascular disability in 
general. The assessments consisted of: 
i) Physical assessment 
ii) Aphasia assessment. 
iii) Assessment of indepena.ence in daily l:l.ving activities 
iv) Intellectual assessment 
It was anticipated that these assessments could combine to give 
a picture of the patient's disability in terms of severity of hemiplegic 
and aphasic involvement (including intellectual capacity), and the 
resulting dependency in daily living activities. 
i) Physical assessment 
When the study began there was · no reliable, standardized method 
of measuring hemiplegic involvement. Many methods of hemiplegic rating 
in clinical use would have been too lengthy to apply in this study and 
so it was decided to take the simple criteria of functional .recovery 
originally devides by Rankin (1957). These gradings of disability have 
been used in several outcome studies of stroke (e.g. Marquardsen, 1969; 
Hewer, 1972) • 
ｾＮＮＮ＠ . . 
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Rankin's Scale 
Residual disability ｃ｡ｰｾ｣ｩｴｹ＠
I None ----------- able to carry out all usual 
II Slight 
III Moderate 
activities 
----------- able to walk; independ.ent in self 
ｾ｡ｲ･［＠ some previous activities lost 
----------- able to walk unaided; some help 
with self care 
IV Moderately severe ---------- unable to walk alone; no self-care 
unaided 
v Severe bedfast or chair-fast; ｩｮ｣ｯｮｴｩｮ･ｮｾ［＠
constant care 
This method of rating disability status ·provides a simple and 
comprehensive schema for assigning patients to various·grades of physical 
involvement. 
A note was also made of the limbs affected by hemiplegia. This 
judgement was made on clinical observation during the interview. 
ii) Aphasia assessment 
-There are various aphasia tests in clinical use but the assessment 
chosen was one devised by Porch (1967) called the Porch Index of 
Communicative Ability (P.I.C.A.). It is a clinical tool designed to 
assess and quantify certain verbal, gestural and graphic abilities; or 
more simply to quantify the communicative ability of a patient (see 
Appendix Bl). Rather than trying to clarify the type of language 
impairment, it was decided instead to assess the patient's ' functional 
communicative capacity because the interest of the study lay in the 
assessment of the eff'ect of aphasia on interpersonal -relationships. The 
P.I.C.A. also has the advantage of yielding finely graded and reliable 
numerical scores and it is short enough to administer to aphasic patients 
in usually one session. 
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Since the battery is intended ·co sample basic communicative 
abilities, the complexity of the tasks are not. at all demanding or 
biased in terms of education, intelligence or experience. The battery 
is made up of 18 subtests sampling ｧ･ｳｴｵｲｾｬＬ＠ verbal anQ. graphic 
abilities at various levels of difficulty. The reading and '\<rriting 
tasks, among the most ·difficult. for the aphasic patient, are easily 
mastered by a fourth grade child and the remaining tests are even less 
difficult for intact individuals. 
On the basis of the 18 subtests, a mean ｳ｣ｯｲｾ＠ can be provided 
for each modality (verbal, gestural or graphic) and an overall response 
level can be recorded (see Appendix B2). 
The test was standardised on 150 ｡ｰｨｾｳｩ｣＠ patients over a two-year 
period with reliability co-efficients in. the range ( • 96-.98) . How·ever, 
an initial training period is required for its administration (see 
manual for further details). 
iii) Independence in daily living activities 
An additional method of measuring functional recovery_ following 
a stroke is to use an index of daily living activities. Daily living 
scales all·measure the capacity of the stroke survivor in terms of how 
far his routine ､ｾｩｬｹ＠ life is interrupted by stroke disability. Scales 
of this nature are of particular interest in that they provide a 
measu:t'e of the patient's dependency on others for satisfaction of his 
day to day needs. 
There are many of these scales in use throughout occupational 
therapy departments in the country, but nearly all have been devised 
simply as a clinical tool for the purpose. of evaluating the hemiplegic 
under local conditions without any attempt at standardisation. It was 
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therefore decided to use the l!9rthwick ｐ Ｎ ｡ｲｾｾ＠ ... J:!ldex ｾｩｮ＠ press) since 
preliminary work of evaluation pad been undertaken on this scale. 
There were a number of alternative Ame:r.ican so ales,_ (e.g. Katz, 1963), 
but these were less applicable to the study population. 
The index consists of 17 items denoting actiYities wb.ich are 
considered essent.ial to daily living and can be grouped .into sections 
of mobility, self-care and domestic· activities (see ·Appendix C). A 
three-point scale is used to rate 'the patient's performance on each item 
and these can then be stumnated for an overall score. The lowest possible 
score is .17 points, which indicates total independence ·and the highest 
score; i.e. total dependence or gross disability, is 51 points. 
Studies were carried out to assess ｩｮｴ･ｲＭｯ｢ｳ･ｲｶ･ｲｾｲ･ｬｩ｡｢ｩｬｩｴｹ＠ and 
test-retest reliability, and. results were found to be adequate on both 
counts (personal communication). 
iv) ·Intellectual assessment 
· It was clearly desirable to include a measure of the patient's 
general intellectual capacity at the time of intervietv, since 
intellectual impairment would be expected to present additional problems 
to the spouse in terms of management. Any number of cognitive ､･ｦｾ｣ｩｴｳ＠
may be present in the same patient, and in varying grades of severity. 
Assessment in this ' study was not intended to include a full neuro-
psychological battery but merely to provide a gross measure of general 
intellectual ca,paci ty of the patient. 
The Progressive Matrices, devised by Raven (1960) were used since 
the test appeared to be particularly applicable to the study population 
for the follow·ing reasons: 
. ·; ,"' .. ·.... 
... ...... 
ｾ＠ ... ' . 
Ｍ Ｍｾ＠
•> , 
· .. ｾ＠
1.·.;; 
. _,.: .  
ｾ＠ • Ｍ ｾＮＮ＠ I •"•• 
' ｾ＠ . ·' ". . . -. . .. . ( . . ·.• ｾﾷ＠ -.:- ｾ＠ '"•. i'', 
. ,, . ·, ',- ... '. Ｚ Ｎﾷ ＭＭｾＮＩｾＺ＾ＺＺＧ Ｇ＠ Ｎﾷ ﾷ ﾷＺﾷＧｴｾｩ＠
a) Being non-verbal ｩｾ＠ is applicable to aphasic patients 
and those with otber ｾ｡ｲｭｳ＠ ｯｾ＠ language ､ｩｾｾｩ｣ｵｬｴｹＮ＠
b) It is a simple test to administer with disabled patients 
Ｈｾｦｴ･ｮ＠ by the side of a chair) and required little space-
or eq_ui pment . 
c) It can be ｳ･ｬｾＭ｡､ｭｩｮｩｳｴ ﾷ ･Ｚｊ［Ｇ･､＠ _when necessary as a means of 
saving tiiD:e· 
d) ｾＱ･＠ .'Coloured' ｾｯｲｭ＠ ｯｾ＠ the test· has been standardised on 
an older population (65 years +) and was therefore 
particularly suitable for this study. 
ｾ･＠ test was designed to compare people with respect to their 
immediate capacity ｾｯｲ＠ observation and reasoning by analogy. The 
Coloured Progressive Matrices can be used with young children, old 
. people and the severely handi'capped. The Standard Matrices consists 
of 60 problems divided into 5 sets of 12: the problems become 
ｰｲｯｧｲ･ｳｾｩｾ･ｬｹ＠ more difficult. The Coloured Matrices consists ｯｾ＠ 3 
_sets -of 12 problems: they are similar in design to the Standard Matrices 
but are brightly coloured and can be used in the form of a book or 
board with moveable pieces. 
The Standard Matrices have been standardised on representative 
samples of British people up to 65 years of age, and the Coloured 
Matrices have been standardised for children under 11 years and for 
normal elderly people over 65 years. Reliability co-efficients are in 
the range of. 0.83-0.96. 
c. Spouse assessment 
In order to gain a comprehensive description of the spouse and 
' ｾＭ Ｑ＠
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to provide information in the areas of interest, the assessments fell 
into five areas: 
i. Personality 
ii. Social Adjustment 
iii. Attitudes 
iv. Symptoms 
v. Ratings of help and communication 
i. Personality 
"Personality is defined as the more or less stable organisation 
of a person's emotional, conative, intellectual and cohceptual and 
physiological behaviour which det·ermines to a large extent his adjustment 
to environmental situations". Griffiths (1970). 
Personality assessment is included since the personality of the 
spouse is likely to mould and' colour the pattern of social and 
psychological adjustment. · There are various strategies used in 
personality assessment but one of the most useful in a study of this 
design, is that based on factor analysis. Cattell and Eysenck are 
generally regarded as the principal exponents of this quantitative and 
objective approach to personality assessment. Cattell's Sixteen 
Personality Factor Questionnaire (1963) measures personality along, sixteen 
different source traits; while the ｾｳ･ｮ｣ｫ＠ Personality Inventory (1964) 
measures personality differ.ences along the two principal dimensions of 
neuroticism ·(N) and extraversion (E). 
The Eysenck Personality Inventory (E.P.I.) was used in the study 
and is a development of the Maudsley Personality Inventory (Eysenck, 
1959). It sets out to measure tvro major dimensions of ｰ･ｲｳｯｮ｡ｬｩｴｹｾ＠
extraversion/introversion and neuroticism (emotionality of stability/ 
ｴﾷｾ＠
... ·. 
ﾷ ｩｮｳｴ｡｢ｩｾｩｴｹＩＮ＠ A brief account of the "typical" extravert and/or 
introvert can be regarded as idealized extremes on a continumn which 
actual individuals may approach to a greater or. lesser extent. The 
typical extravert is sociable, carefree, easy-going, prefers to keep 
moving and doing things, tends to be aggressive and loses his temper 
quickly; he is not always reliable. The typical introvert is a 
quiet, retiring sort of person; keeps his feelings under control; 
reliable and some-vrhat pessimistic. With regard to neuroticism, the 
typical high N scorer is an anxious, .worrying individual, moody and 
frequently depressed; liable to suffer from various psychosomatic 
disorders. The stable individual,on the other hand, is usually calm, 
even-tempered, controlled and unworried. 
For the purpose of constructing the items for the E.P.I., a 
number of factor analytic studies were ·carried out. The inventory i$ 
in the form of t-vro scales Scale A and Scale B. These are parallel 
forms, thus making possible retesting after experimental treatment 
without interference from memory factors. Each scale consists of 57 
items measuring dimensions Extraversion/Introversion (E), 
Neuroticism (N) and the Lie Scale (L). The subject replies to the 
·questions on Yes/No basis - it is self administering. 
The Lie Scale incorporated in the questionnaire attempts to 
measure a tendency on the part of some subjects to "fake good". In 
the E.P.I. manual it is stated that an L score of 4 or 5 would be 
considered the cutting point where inventory answers ceased to be 
acceptable. Ho-vrever, it is also pointed out that a -tendency to have 
a high L score may itself: be a personality trait and this is also 
mentioned in the later E.P.Q. scale (Eysenck and Elfsenck, 1975). The 
E.P.Q. manual suggests no definite cut off point on the Lie Scale and 
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notes that· L scores increase with age. It should be mentioned that the 
\ 
E.P.Q. was not available when the study was at the planning stage. 
The normal standardization group consitutued a sample of 2,000 
people covering a wide range of occupation. ｍｾ｡ｮ＠ values are available 
for each scale on dimensions of E and N (see manual). . ｍｾ｡ｮ＠ values are 
also ｾｶ｡ｩｬ｡｢ｬ･＠ for various groups making up an abnormal standardization 
group (see manual) • . 
Test-retest reliability co-efficients . ranged from (0.84-0.94) 
with the interval between testing 9 months - 1 year, and the split half 
reliability co-efficients were also satisfactory (see manual). 
ii. Social adjustment 
It was decicled that social adjustment of the sp.ouse would be a 
main area of assessment since the problems faced by a spouse of a 
disabled patient can be reflected, or modified, by her interactions in 
family life, friendships and work. 
Social adjustment is broadly defined as the interplay between the 
individual and the social environment. Specific ways of behaving, 
referred to as roles, are commonly accepted as appropriate, and the 
individual is expected to conform in his role performance to these 
loose norms. 
The major roles any individual assumes are a function of age; 
normally an adult will function in most of the following roles -
occupational, marital (spouse and parent), within an ·extended family, 
within the community. In general terms, social adjustment concerns 
the individual's ability to fUnction in appropriate ｲｯｬ･ｾＬ＠ and although 
there is overlap bet-vreen symptoms and social ｭ｡ｬｾ､ｪｵｳｴｭ･ｮｴ＠ they may 
...... . _______ ....;... _ __,;,...;......;.....;;....,_;,.,..;.._.......;. __ ｟｟［Ｎ｟ＮＮＮ｟ ﾷＺ ＮＮＺＮ［ ﾷﾷ ＭＮＮＮＮＺＮＮＮＮＮ｟ｾ ﾷ ＺＮ ＮＺＮＮＮＮ ﾷ＠ _ ·.:....· ..:.:_.i __ ..:__ _ __:_ _ ｟｟ＺＺ｟Ｚ｟｟Ｚ｟｟ ﾷﾷ ｾ ﾷ＠ Ｚｾﾷｾ［ ｾ ＬＧ＠ ＭｾＭｾＭＭ
58·. 
- .. _;_ 
59. 
also be relatively independent, e.g. some persons may function poorly 
although largely asymptomatic. This was a main reason for including 
a social adjustment scale in the study ·- symptom scales may be 
insufficient measures of individual differences between ::;pouses. 
There are a number of options in the method of assessing social 
ｾｾ＠ " .. adjustment but it was decided that in order to gairi maximum 
information a semi-s'tructured intervie-vr method wquld be adopted. The 
advantage of this method is that the patient's response, as well as an 
evaluation of these responses, can be rated to obtain the most complete 
information, but the main disadvantage is the potential interviewer 
bias. · However, interpretation of the multiple outcome measures should 
be able to detect bias if it exists and the structuring of the intervie-vr 
additionally reduces bias. 
Information about the subject's social adjustment is generally 
obtained from one of three sources: the subject, a close relative or 
friend, or clinical records. The spouse as a subject was chosen as a 
source of information for this study as it would have been difficult to 
utilize relatives' ratings as many of the patients -vrere aphasic. Many 
of the older subjects lived on their own with the patient and choice of 
a reliable informant may have created problems. 
For these reasons the Social Adjustment Scale (S.A.S.) devised 
by Weissman .and Paykel (],.974) vras chosen. This scale -vras . not original 
in conception but built on the work of several scales - in particular 
the Structured and Scaled Interview for Maladjustment (S.S.I.A.M.) 
devised by Gurland et al (l972). It was originally used for depressed 
women (predominantly middle-aged) but has been further used with non--
psychiatric :populations and suicide at tempters. The scale ,,ras intended · 
-1;· .. ;· -· .. 
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to be both a -descriptive instrument and an outccime'measure • 
Instrumental and affective performance in work (worker, housewife, or 
student), social and leisure activities, relationships with extended 
family, marriage (as a spouse and parent), and· economic independence 
are assessed separately, and there is also a global evaluation score. 
Each role area includes assessments of task performance, interpersonal 
relations, friction and satisfaction (s.ee Appendix Dl). 
There are 48 defined items, each of which is rated according to 
defined anchor points. An overall judgement of performance in each 
role is made by the interviewer. This judgement is a synthesis of all 
available information concerning the subject. 
The scale is set out in the form of a semi-structured interview, 
and administration takes between 45-90 minutes. The order of items is 
predetermined as is the initial question for each item. For all items, 
the time period rated was the two months immediately prior to interview. 
Most of ｾｨ･＠ items are on a five-point ｾ｣｡ｬ･＠ in which the first point 
reflects excellent status (the ideal norm), the second point mild 
impairment (approximating to the expectation of an average rating ｦｯｾﾷ＠
the general population); the remaining three points represent degrees 
of definitely impaired function. Exceptions were the glopal evaluations 
which were on seven-point scales. There are then alternative methods 
of summated scoring systems -by role area, by ｾｵ｡ｬｩｴ｡ｴｩｶ･＠ category, 
by factor analysis (see manual for further details). Norms were 
evaluated from 40 depressed subjects and ｬｾｯ ﾷ＠ normal subjects (see 
Appendix D2) • 
.. ,. Inter-observer reliability co-efficients ranged from .33 to 
• 97. Only on:e other rating gave a correlation belm-7 0. 60 :> most being 
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above 0.10. The mean correlation over all items was 0. 83, w·hich was 
regarded as adequate. No direct evidence of validity for the SAS is 
ｾ＠
cited but indirect evidence of relative-patient concordances was assessed 
in mixed neurotic subjects by Gurland (1972), using the Structured and 
Scaled Interview to Assess ｍ｡ｬ｡､ｪｵｳｾｭ･ｮｴ＠ from which the main part of SAS 
is derived. The resul:ts were judged as acceptable (_see . Gurland, 1972). 
iii. Attitudes 
Most definitions seem to agree that an attitude is a state of · 
readiness or tendency to act or react in a certain manner when confronted 
with certain situations. Attitudes are reinforced by beliefs and often 
engender strong feelings that will lead to particular forms of behaviour. 
Clinical studies indicate that there is an apparent relationship between 
family attitudes and the recovery made by stroke patients, but 
unfortunately the attitudes held are frequently of a negative value. In 
measuring attitudes, the initial ｰｾｯ｢ｬ･ｭ＠ was to decide on the general 
dimensions which the attitude scale in the study needed to follow. From 
examination of the ｬｾｴ･ｲ｡ｴｵｲ･Ｌ＠ several areas appeared to be particularly 
relevant to the spouse's reaction to stroke disability. These areas were: 
overprotection/rejection 
guilt 
knowledge and interpretation of a stroke 
I • Agaln, a search through the literature for an acceptable scale 4hat 
incorporated these dimensions, produced. only one scale that seemed to 
be ｳｵｩｴ｡｢ｬ･ｾ＠ Malone's Adaptation of the Boles Attitude Scale (1972). 
Bole's Attitude Scale (1959) was originally devised to measure 
attitudes held by mothers of cerebral palsied children. Malone (1970) 
adapted this scale to .be of use in assessing families of aphasics. The 
Lickert-type scales measure the frequency and intensity of expressed 
.J 
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attitudes in areas of guilt, lack of realism, rejection, overprotection 
and social withdrawal (see Appendix E for the modified version of this 
scale used in the study). 
The questionnaire is divided into six d.imensions: 
Part I Retributive Guilt -·designed to elicit the spouse's 
opinion regarding the cause of the stroke condition. Questions were 
concerned with feelings of ｢ｬ｡ｭ･ｾ＠ punishment and the sources of punishment. 
Part II Unrealistic Attitudes - consists of items ｣ｯｮ｣･ｾｮ･､＠ with 
denial, belief in miracles and absolute. willpower. 
Part III Rejection - concerned with feelings and behaviour 
tendencies representative of rejection of the patient. 
Part IV Overprotection - concerned with overprotective attitudes 
towards the patient. 
Part V ＮＮﾧＮＮ＼＿ＮＲＮＮｾｬ｟ｾ｡ｷｾ＠ - designed to elicit expressed feelings 
and behaviour indicat_ive of withdrawal from social activities. 
Part VI Social Desirability - designed to estimate the tendency 
to give a socially desirable response. 
The appropriateness of the items on the scales was determined by 
the use of 10 judges "familiar with the dynamics of personality". Items 
were ｩｮ｣ｬｵ､･ｾ＠ when they were judged by 9 out ' of 10 judges to be 
｡ｰｰｲｯｰｲｾ｡ｴ･＠ for the specific scale. The questionnaire is self-
administering and items from the overprotection, rejection and social 
desirability scales are ｭｩｾ･､＠ together for presentation 'in order to 
reduce the effect of subject sophistication. rl'he strength or intensity 
of agreement with a particular item on all scales except Unree.listic 
. ' ｾ＠ . 
Attitudes wo.s .rated on a 0-3 ｾ［｣｡ｬ｣ﾷＮ＠ '.l'rue/Fnlse itcmo on the Unrculist .i.e 
Attitudes ·Scale were given a score of l -·_True, 0 - False. 
ｾ＠ . :.. . . . ｾ ＺＮＮ＠
There are test-retest reliability coefficients in the range 
_0. 87 - 0. 98 with the interval between testing . ranging from 7-14 days, and 
split-half reliability ｾｯ･ｦｦｩ｣ｩ･ｮｴｳ＠ in the range 0.77 - 0.95. There are 
no norms e.vailable. 
Certain modifications were found to be ｮ･｣･ｳｳ｡ｾｹ＠ to use the scales 
.. , 
successfully with the study population. 
l. Much of the language used ｩｾ Ｍ the scales had to be reworded to 
make the questions more familiar to a British population. 
2. In the section on Unrea-listic J\tti tudes the scoring wt1s mod.i.fied 
so that 2 =True, 1 = ?, 0 =False. Two of the questions were 
paralleled so that they could be interchanged if the patient wa.E> 
disabled by aphasia or hemiplegia (i.e. one of the questions 1 and 
8 were used, according to the respondent). Questions 5 and 9 Here 
deleted. 
3. The section on social withdrawal was excluded since this area is 
sufficiently covered in the section dealing with Social Adjustment. 
i v. ｓｹｭｰｴｯｭｾ＠
In this part of the assessment the allll was to assess the prevalence 
of minor psychiatric disorder in the study population; in particular to 
identify depression if present and to .quantify the dimension of ｨｱｳｴｩｬｩｴｹｾ＠
Depression was considered to be the most important and .likely psychiatric 
symptom that would occur and assessment of hostility, as a dimension of 
depression, was included since it had practical implications in the · 
interpersqnal relations of spouse and patient . 
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All the assessments used in this section are self-rating 
j 
i 
,1 •.. · 
scales. The use of these has certain drawbacks (e.g. social 
desirability of the respondent; overall agreement set) but they have 
the advantages of not being as time-consuming as most interview methods I 
· ' ﾷｾ ＭＭ . 
>"' -· 
and having known reliability and validity. The self-rating scales in 
this section were ｰｬｾｮｮ･､＠ to be used as complementary assessments to the 
semi-structured interview used to assess social adjustment. 
1,· . 
There are a number of self rating scales available to detect. 
..... ... minor psychiatric morbidity but one of the best validated scales is the 
General Health Questionnaire (GHQ) devised by Goldberg (1972), which 
was used in the study. It was originally designed for identifying 
psychiatric illness in general practice patients but since then has been 
used as a screening test for psychiatric morbidity in varying 
populations. The questionnaire aims at giving information about the 
present mental state rather than about personality traits or the 
liability to fall ill in the future. 
The questionnaire is available in a number of forms. The 
standard form consists of 60 items concerned with psychological distress 
or altered behaviour. The questionnaire starts with questions with a 
somatic bias as it is presented to respondents as a General Health 
Questionnaire. As one proceeds through the questionnaire, the i terns 
become more overtly psychiatric. Various shortened versions of the 
questionnaire are available (36, 30, 20 and 12 items) (see Appendix F 
for the 30 item form used in the study). 
-
Each item is rated on a four point scale and the response can 
.'' 
either be scored as a multiple response scale (Lickert Score) or· 
alternatively it can be treated as a bimoa.al response scale. Age does · 
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not affect the score but in the United States· lower social classes had 
ｾｩｧｨ･ｲ＠ scores. This has not been tested in a London -population. 
Cutting scores that give optimum discrimination between 'cases' and 
'normals' are - 11/12 ( 60 item questionnaire) and ＳＯＱｾ＠ (30 item 
I 
questionnaire). 
A test-retest study on 114 chronic psychiatric out-patients and · 
200 general practice patients produced.adequate reliability coefficients 
(see Goldberg, l972 for details), and a split-half study on 853 completed 
interviews produced a reliability coefficient of 0.95. 
Tw:o validity studies were undertaken. The first was carried out 
in a suburban general practice. Consecutive attenders at the surgery 
were asked to complete the questionnaire and randomly selected patients 
were interviewed by a psychiatrist and rated for degree of disturbance. 
200 interviews were completed in this way and the correlation bet-vreen 
the two ratings was found to be 0.80. The second study was ｵｮ､･ｲｴｾｾ･ｮ＠
in the medical out-patients department· of a general hospital. 91 
patients were seen for psychiatric interview and given the GHQ. The 
correlation figure in this case was 0.77. 
The 30 item version was used in this study to economise on time; 
the reliability and validity coefficients for this are still well 
within acceptable limits. 
As previously stated, the self rating scales for measuring 
symptomatology were chosen to complement the semi-structured interview 
used to assess social adjustments. Several scales have been devised 
for ｴｾ･＠ ｳ･ｬｦＭ｡ｳｳ･ｳｳｭ･ｩｾ＠ of depressive symptoms. One of the earliest 
is the Beck Inventory ( 1961) • However, a serious a.efect of the Beck 
is that the intervie-vrer has to read out a list of statements and the 
. •."" ' /: . ' .. . .. :. '! . ｾ ﾷ＠ • • 
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patient selects the appropriate .one. It consists of 21 items each 
having four grades - the patient is actually involved in considering 
. . . ·:-;· :· .. --. 
94· statements which ｭｾ･ｳ＠ the inventory very ｣ｵｭ｢･ｲｳｯｭ･ｾ＠ 'rhe Self 
Rating Depressive Scale of Zung (:1965) is another commonly used 
instrument but, like the Beck inventory·,. is based on an American 
population and therefore in need of modification for British subjects 
( Zinkin and Birt chnell, 1968) .• 
The scale used in this study is the Wakefield Scale devised -by 
Snaith, Ahmad, Mehta and Hamilton (1971). It is a self-assessment 
. . 
inventory ｦｾｲ＠ measuring severity pf depressive illness and has the 
advantages of brevity and simplicity. However, it should be made clear 
that the scale is not a diagnostic instrument. A high score on the 
.66. 
scale indicates merely that the individual is suffering from psychological 
symptoms, but in a large proportion of high scorers there is evidence of 
a depressive i ·llness. 
The scale has been adapted from the Zung Scale (1965) and based 
on the 10 i terns which were the mos·t likely to predict a psychia:tric 
diagnosis of depression (Zinkin and Birtchnell, 1968). Two other items 
concerned with anxiety were added (see Appendix G). 
Responses to each question are· on a four point scale and the 
summated score can indicate the severity of depressive symptoms_. Be ore 
ｬｴｾＯＱＵ＠ acts as a cut-off point l1etween patients ｡ｾ､＠ normals and at t.his 
lov·cJ. only 3% of puticntB nnd '(. ｾＥ＠ of norrnnJ s were rniocln.ss:i.f:i.ed on n.n 
evaluation study of' 300 subjects. 
A test-retest reliability study was carried out on ·25 patients 
producing a reliability coefficient of 0. 68. A validity study using 
46 patients assessed on the Hamilton Rating Scale and ｴｾ･＠ Wakefield 
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Scale produced a ｣ｯｲｲ･ｬｾｇｩｯｮ＠ of 0.87 Ｈｳｾ･＠ Snaith et al, 1971 for 
further details). 
Opinions are varied on the presence and ､ｩｲｾ｣ｴｩｯｮ＠ of hostility 
in depression. Overall et al (1966), in a -factor analytic study, 
identified three distinctive profiles of personality, respectively 
characterized by anxious, hostile and retarded features. The hostile 
subtype was described as manifesting overt hostility towexds others, 
and as being active and agitated. Paykel (1971) derived four groups 
based on cluster analysis. The groups comprised psychotic depressives, 
anxious depressives' hostile a.epressives and young depressives with 
personality disorder. The most characteristic feature of the hostile 
group wa·s hostility and self-pity. It was of interest to assess 
hostility in the study since it could have important relevance to the 
implementation of rehabilitation services (e.g. use of the spouse as 
a ｣ｯｾｴｨ･ｲ｡ｰｩｳｴ＠ in the rehabilitation progrrumne of the patient). 
The Hostility and Direction of Hostility Questionnaire (HDHQ - . 
Caine, Foulds and Hope, 1967) that was used in the study, . is. designed 
to sample a wide range of possible manifestations of ｾｧｧｲ･ｳｳｩｯｮＬ＠
hostility or punitiveness. 
The questionnaire consists of 51 items that fall into five' 
sections: 
AH Urge to act out hostility 
CO Criticism of others 
PH Projected (delusional) hostility 
SC Self criticism 
G Guilt 
The first three tests were designeo. to measure extrapunitive 
manifestations of hostility and the last t.,.v1o tests vre;ce designed to 
_;;_ . . Ｍ ｾＮ＠
• :. .,. • : r ; ｾ＠ - , • •. ; : ·:·-, ... 
.(. 
· .. · , 
, . ' j' ., . .. . 
,'• . 
measure intropunitive manifestations of hostility. A total score is 
produced for each of the five tests and ｨｯｳｴｩｬｾｴｹ＠ is the summation of 
these five tests. Direction of hostility is calculated by the sum of 
the intropunitive tests less the sum of the extrapunit_ive tests. The 
questionnaire has been standardised on normal and patient populations 
and norms are available (see manual). 
Test-retest correlations were ｣ｾｬ｣ｵｬ｡ｴ･､＠ by administering the 
questionnaire to a sample of 30 normals with an interval between tests 
of one year. Coefficients of reliability for hostility and direction 
of hostility were 0.75 and 0.51 respectively. 
v. Ratings of help and communication 
Part of the coping process i.s the consultation of, and receipt 
of help from, members of the ｳｵ｢ｪ･｣ｾ＠ 's f3ocial netw·ork. Clinical 
experience has suggested that spouses with many sources of help and 
communication were more able .to cope with the problems of disability 
than those spouses who were relatively isolated. For these reasons the 
spouses were asked about help and consultation both at the initial 
crisis and at the recovery stage. 
Spouses were asked who gave them help (physical or emotional 
support) and whom they were able to· talk to if they had any problems 
or worries. These questions were rated for the period of initial 
crisis, usu&lly the period when the patient was still in hospital, and 
then during the recovery ｳｴｾｧ･Ｌ＠ usually the period when the patient was 
discharged from hospital. Spouses could identify as_many sources as 
they wished. 
Responses from both questions can then be categorized into the 
follo,ving sources: 
68. 
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Patient 
Children 
.- ·.:- '\. '' 
.Members of family 
Others (e.g. friends, ｮｾｩｧｨ｢ｯｵｲｳＬ＠ professional staff) 
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II. Procedure of assessment 
Havi.ng established a sui table pool of subjects, the study was 
presented to the Ethical Committees of the hospitals to obtain their 
sanction for the study. Following this a lettE;r was written to · the 
· general practitioner of each patient asking for permission to approach 
the I>atient and spouse as regards the study (see Appendix H). In the 
same letter the oppo!tunity was taken to enquire of the G.P. if, to 
his knowledge, the 'spouse had suffered from any psychiatric disturbance 
for which treatment had been or was still being received. In this way 
the majority of spouses with a known psychiatric history were ｳ｣ｲ･･ｮ･ｾ＠
from the study before interview. 
When the G.P. had given his consent for the patient to be 
approached, a letter was sent to the patient and spouse briefly stating 
the purpose of the study and requesting their co-operation (see 
Appendix J). If they agreed to take part, arrangements were then made 
to visit the patient and· spouse either at home or another centre preferred 
by them. The couples usually preferred being intervie;.red in their own 
home, which also provided a more relaxed, informal atmosphere for the 
assessment. 
The interviews were usually spread over two ｳ･ｳｳｩｯｮｳｾ＠ each last:lng 
ＱｾＭＲｾ＠ hours, and it was of concern initially that the respondent would 
find the interviewing tiring or time wasting. However, in the event no 
such problems were encountered; on the contrary, appreciative remarks 
were made \vhich ..-..rere a poignant expression of the isol&tion suffereo. by 
many of these couples. 
In the first session the study was introduced and the genm:al 
background information and medical history were collected. The patient '·s 
I 
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physical and. speech disability. wero a.lno asseoned, the latter with trw 
help of a speech therapist •.. .. ｾｨｾＮｳ＠ section ?f the assessments could 
occasionally be completed in the rehabilitation unit if the patient was 
still attending for treatment. Otherwise, during the first session 
both the patient and spouse were seen together. While the patient vras 
being assessed, the spouse could complete many of the assessments that 
were self-administering. 
•, At the second· visit only the ｳｰｯｾｳ･＠ was present, on the 
understanding that many of the quest·ions would be of a private and 
confidential nature. This session was usually devoted mainly to the 
Social Adjustment Scale. It will be recalled that this takes a long 
time to administer (see p. 6o) and it was hoped that by this time a goocl. 
rapport would have been established with the spouse to obtain a 
realistic and valid response on the assessment. This was als·o an 
opportunity to collect the questio.nnair.es presented on the first visit 
after checking that they had been properly completed. 
Throughout the interviews the couples were encouraged to talk 
freely and volunteer any information that they thought relevant. 
The test assessments of the spouses were then supplemented by 
these narratives which indicate.d the relatives' or patients' perception 
of problems . 
After completion of the interviews the assessments were checked 
and coded on to the Master Form (Appendix A). 
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VI. DESCRJ,PTION OF THE STUDY POPULATION 
.( 
In this section a ｢ｲｩ･ｾﾷ＠ description of the study population will 
be presented and compari9ons will be made between the groups to 
estimate their degree of compatibility in terms · ｯｾ＠ ｳｯ｣ｩｯＭ､･ｭｯｧｲ｡ｰｾｩ｣＠
background. Spouses have been classified according to the presence or 
absence of aphasia and/or heniplegia in the patient, bearing in mind 
that one or other feature must have been recorded to qualify for 
inclusion. It was considered that the result·s of this analysis vrould 
apply to the subject equally well if they were classified according to 
·-•s ... 
·- · the laterality of the lesion since there is no evidence to suggest 
that the background data influences, or is inf'luenced by, the laterality 
of the lesion. However, a brief comparison of sex and age using this 
latter ｣ｬ｡ｳｳｩｾｩ｣｡ｴｩｯｮ＠ is supplied at the end of this section. 
Table 6 Classification of spouses according to the patient's ､ｩｳ｡｢ｩｬｩｾｲ＠
Aphasia only 
'Group A 
8 
Aphasia and 
Hemiplegia 
Group B 
28 
Hemiplegia 
only 
Group C 
43 
Total 
79 
As can be seen from Table 6., 90% of the patients had a hemiplegia 
and 46% were aphasic. Out of the aphasic patients 78% w·ere disabled 
by hemiplegia as well. This agrees with the findings of ｍ｡ｲｱｵ｡ｾ､ｳ･ｮ＠
(1969) in ｴｾ｡ｴ＠ 80% -of his series ｯｾ＠ aphasics were also disabled by 
hemiplegia. 
70% of the spouses were female and only 30% were male. Hovrever) 
these findings were expected from the selection criteria of the study, 
ｩＮ･ｾ＠ the older, widowed patient who .was more likely to be female was 
ｾ＠ ' . ..:. ·._ .. . . ... . . ｾ＠ .. ..... ｾ＠ : '. ｾ＠ . ' ' .... ... ' 
, ' • 
' ｾ＠ • • • ｾ＠ 1 ｾ＠ •.' • .... :. • ' • 
.· Ｍ ｾ＠ｾ＠ . 
excluded. In addition, rehapilit.ation centres (from· vrhere the 
population was obtained) have a known preponderance of male stroke 
·-(·:·' .. 
patients. Therefore, . it was expected ｾｯ＠ have more female spouses than 
male spouses in the study. As the numbers in . the groups vrere relatively 
··.:·· .'j small .it was decided not to further divide them bY. sex (or ind.eed to 
exclude the smaller male group) ｢ｾｴ＠ on some of the assessments the sex 
of the spouse was ｴｲｵｾ･ｮ＠ into consideration. 
Table 7 Sex of the spouses 
G roup A G roup B G roup c T t 1 0 a 
.. 
ｾＮＬＮ＠ i 
: Male 0 11 13 24 
Ｍ ｾｾｾ ､＠ . ' 
! ｾＭ Female 8 1''{ 30 55 · ' 
•· ' 
Total 8 28 43 79 
.. . 
. , 
rJ .. \ ... . . 
.. No significant inter-group difference was revealed for sex di stribution. 
'· 
Ｇ Ｎｾ＠
. ' · Group AvB .071 ;:: p > .05 n. s • 
.. 
·' 
Group AvC .154 ;:: p > .05 n.s. 
' . Group BvC ·x2 
.282 df 1 = ;:: n.s. 
., 
ﾷｐＺ｟ｾ＠
.. 
The mean age for all spouses was 60.11 years vrith a ra nge of 
·.·: 
26-80, and the inter-group differences in mean age'i'ell well short of 
.- . 
' 
statistical significance on a t-test. 
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Patient ----. ＭＭＭｾＭｲＭＭＭﾷＭＭｾＭＭＭＭＭＭＭＬＭＭＭＭＭＭＭＭＭＭＭＭＬ＠l..fean Range · Standard deviation 
ＭﾷＭＭﾷＭＭＭＭＭＭＭＭＭＭｾＭＭＭＭ
Group A n :::: 8 
Group B n = 28 
Group C n = 43 
62.25 
60.89 
62.16 
42 - 77 i3.83 
34 80 11.85 
27 80 . 9.99 
-----·----·--..... ＭＭＭＭＭＭＭＭＭＭＭＭｾｾＭＭＭＭＭＭﾷＭＭＭＭＭＭｾ Ｍ ｾＭＭＭＭ
£.:eo ｵｳＮｾ＠
., 
Group A 
Group B 
Group C 
Table Bb 
Male 
Female 
n = 8 
11 = 28 
n = 43 
--
Mean Range Standard deviation 
59.25 39 - 72 •ＧＱＱＮＱｾＷ＠
60.22 33 - 80 11.50 
60.21 26 - 78 11.41 
Group. A v B . t :::: 
Group·A v C t 
Group B v C t = 
.209 df = 34- ｮｾｳ＠ •. 
.218 df = 49 ｮｾｳＮ＠
.002 df = 69 n.s. 
Distribution of spouse& by ｾ･ｸ＠ and age 
.Age (yee.rs) 
-
h.34 35 - 44 45 - 54 55 - 64 65 - 74 1 75 + 
1 ·O 3 . 9 
3 5 8 18 19 2. 
-
Total 4(5%) 5 (6%) ｬｬＨｊｬｾＥＩ＠ 27(34%) 
11
28(36%) 4(5%_) 
The observed age distribution was to be ･ｸｰｾ｣ｴ･､＠ from the 
available data on stroke incidence and prevalence. 70% of the spou9es 
were between 55 and 74 years of age and the distribution was similar 
for male and female· spouses. Since the majority of the spouses will 
have reached late middle-age, it is expected that the assessments 
will reflect· the norms and .expectations of this stage of the life cycle.' 
This will be particularly important in the context of' social activity 
and participation, marital relations; and employment ·(or retirement). 
!L'hese aspects will be discussed further 'in Chapter 10. 
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Duration o:f Marriage 
1 
' 4 { 
I 
l 
l 
J 
_T_ab_l_. L9a · Distribution of duration of marria.tl_e (in _years) ｾ ｾ＠
ｾＭﾷ＠ %-) ｾＶＰＨＸＭｾＱＱＩｾＭＮＮＭＭＮＭＲＰｾＭＭＲＭＹＭＭＭＭｲＭＭ Ｎ ＭＳＰＭＭＭ］ＭＭＳｾﾷ ﾷＭ ｾ＠ 49ii ＵＰ［ｾ＠IB(;:Q ;. ｾ＠ 17 (22%) ＭＭ［Ｗｾ｣ＳＴＥＩ Ｑ ＭＲｯ Ｍ ＭＨ［ＭｾＩ Ｍ Ｍ ｾＨｾ＠ 1 
Gro11E .means and ranges of d1ITation of ｭ｡ｲｲＮｩ｡ｾｾ＠ (in ｾ･｡ｲｾｬ＠]-- lstanda;d deviation l Mean Range 
11 = · 8 ｾＸＸ＠ ----- ------·· Group A 19 - b.6 . ｾ Ｘ＠ .60 
Group B ｾ＠ 30.96 5 - 54 13.85 
_j Group c n = 43 31.44 4- b.9 12.33 
Group ·A v B t • )68 d.f 34 n.s • 
Group A v C t • JJ.J-+ df = 49 n.s .. 
Group B v C t • 152 df = 69 n.s • 
The mean length of marriages. for all. couples was ＳＱＮｾＴｨ＠ years 
and the inter-group differences were not statistically significant • 
.Although the overall range was wide, there were only 10% of marriages 
of less thao9 years duration; and there were no Inarriages of less th!Ul 
four years duration, so excluding the relatively unstable fi:t,st years 
o.f marriage. 81% of" marriages were Ｐｾ＠ 20-50 years duration indicating 
that most couples had passed, or were passing, the·stage of· child 
, 
rearing. According to Dominian (1972) this stage of the m::rrriage cycle 
carries only a small proportion o.f marital breakdow-n in a normal 
population. 
Nationality , 
The study does not incorporate a laJ."ge proportion of immigrant 
· subjects. The majority of' spouses and patients (86%) ··11ere British and 
a further 9% o.f spouses were from other Eux·opean countries • These 
figures reflect the population of the study catchment area (see 
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Appendix K ｦｯｾ＠ breakdown of . figures) • By inspection there ·Here no 
significant ､ｩｦｦ･ｲ･ｮ｣･ｾ＠ in ·the distribution of country of origin 
between the groups. 
ｒ･ｬｾｩｯｮ＠
These results are similar to those found for nationality (see 
Appendix K). The majority of the spouses (6.5%) were Protestant. The 
distribution of nationality and ｲ･ｾｩｧｩｯｮ＠ are important when considering 
the findings from the spouse assessments as tO''·· a certain extent they 
will reflect a cultural pattern. This will be particularly apparent 
in the attitudes held by the spouse towards the disabled patient. 
Social Class 
---··---
It was decided to assess socJ.al class by usi1ig the Registrar 
Gene.ral 's Classification of Occupations (1970). Table lOa indicates 
the distribution of the group. using this six-fold classification. 
Table lOa Distribution ｯｦＮｾｯｵｳ･ｳ＠ by social class 
III I 
--·-r-· 
III 
.. I · II manual IV v 
.. 
non-manual 
.. 
-
Group A n == 8 0 2 3 3 0 0 
Group B n == 28 2 9 2 13 2 0 
' Gr_oup c n ::: 43 -4 9 6 19 3 2 
Total n!::! 79 6(8%) 20(25%) 11 (14%) 35(44%) 5(6%) 2(3%) 
Table lOb 
------
-
Comparison of distribution of social ｣ｾ｡ｳｳ＠ - S .E. ]:nglB:nc! 
ｾｒ･ｾ､＠ -1977 Ｉｾ､＠ the study sample 
l 
I 
--- ----- ------------
ＭＭＭ ｾﾷ＠
III III 
I II non-manual manual IV v 
-
- -·--
South East 
England 7% 21% 15% 34% · .. (:,. - 17% 7% 
Study sample 8% 25% 1)-J.% 4h% 6% 3% 
.. 
-
__ ....._ 
The study population has a full range of social classes but the 
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largest group (58%) lie within the skilled occupations group whereas 
orily 9% lie in the lower working class ｣｡ｴ･ｧｯｲｩ･ｾ＠ (IV and V). 
predominance of middle and upper working class groups represents the 
catchment. area, this being a slight departure from .the distribution 
given for South ｊｩｾ｡ｳｴ＠ England. The small size of the· sample and the 
relative rarity of cases in some categories meant that for purposes of 
analysis a dichotomy was preferable to this six-fold classification. 
The groups III manual, IV and V were therefore combined to form a 
working class population and I, II and III non"':"manual ·ivere categorized 
as the middle class group. 
Table lOc Social class distribution of spouses by two--fold 
classification 
Group A n = 8 
Group B n = 28 
Group c n = 43 
Total .n = 79 
ｾ＠
Middle Class 
I, II, III n-m 
5 
13 
19 
37 
Group A v B p 
Group A v C p 
Group B v C x2 
ｾ＠
Working Class 
IIIm, IV, 
3 
15 
24 
42 
.690 n.s. 
.570 n.s. 
v 
.003 df = 1 n.s. 
f 
There are no significant inter-group differences in terms of middle 
class versus working class division. 
Housil"!_g conditions and dependants 
Housirig conditions in the study group were generally good (see 
Appendix K). The majority (67%) were living in a house or ｾｵｮｧ｡ｬｯｷ［＠
only one subject was living in rented rooms. By inspection there were 
no differences between the groups in terms of housing. The majority 
(67%) also mvned their house or flat and this similarly reflected the 
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catchment area. Problems of housing conditions ｷｾｲ･＠ not expected to 
be an is sue in this s_tudy. 
. 
None of the households had more than five others living in the 
house as well as . t;he patient and spouse. 60% of the spouses were livin.g 
. 
alone with the patient, the children having usually left -the home (see 
Appendix K). This reflects one of the expectations of the study in that 
the spouse frequently had to cope single handed with the home management 
of the patient. 
Dependants were composed entirely of children; but only 24% of the 
total group had dependant children (see Appendix K), and there were no 
ｳｾｧｮｩｦｩ｣｡ｮｴ＠ differences found between the groups. Economic problems of 
the kind associated with the early stages of the marriage cycle and 
｣ｨｩｬｾ＠ rearing were rare in this group. 
Interval between stroke and interview 
Table lla Distribution of spouses by interval between stroke and 
interview (mo11tiis) ·-----
·-
Months No • of spouses 
-
3 - 11 31 
12 - 23 33 
24 - 35 15 
The interval between the 'stroke and the interview was spread 
trl!'ough the study parameters (over 3 months · -· less than 3 ·years) but 
81% of the spouses were interviewed within two years. 
Table llb 
---
Group A n 
Group B n 
Group c n 
Qroup __ means and ranges of interval between stroke and 
interview Ｈｭｯｮｴｨｾ＠
ｾ＠ Mean Range ·---------16.13 5 - 35 13.53 - ?8 16.43 4 35 9.06 : 43 15.88 3 - 34 9.00 
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-·· 
Group A v B 
Group A v C 
Gt•oup B v C 
t = .075 
t .664 
t .249 
df == 34 ·u.s. 
d.f = 49 n..s. 
di' = 69 n.s. 
The average interval was 16 .to months and there 1.fere no statistically 
signii'icant inter-group difi'erences. 
Contact .wi.th social services 
All but 4% of the couples had been in contact with ·their G .. P. 
regarding the stroke; 70% had been; or were still_, in contact v-rith a 
social worker but only 35% had seen, or were seeing, a home nurse, and 
a still smaller percentage (6%) \.Yere using the meals-on-wheels service. 
If we also take into account the contact with the rehabilitation. 
services which these patients had all experienced, we can assume that 
they had.been exposed to sufficient ｾｮｦｯｲｭ｡ｴｩｯｮ＠ about the stroke and 
ensuing disability. This will be an important point to bear in mind 
when we come to consider the attitudes prevailing within the group. 
ﾱＺ｡ｴ･ｲ｡ｬｾｴｬ＠ of. tl:!_e, lesion 
As noted at the begi:n .. ning_, it was not anticipated that the f'ind:i.ngs 
presented so far would significantly alter when regrouped by laterality 
of' lesion. However, to confirm this view a .few items will nmJ" be looked 
at. 
Table 12 Classification of spouses ace ording to 1§-terali ｾｬＮ＠ .£.-f ｬ･ｳｩｯｾｾ＠
J.Jeft hemisphere 
Right 
hemisphere Total 
·-------·---·-----------·- -1-·----· --------+---Aphasia only Aphasia & R. 
hemiplegia 
Group .Al GJ:'OUp Bl 
R. hemiplegia L. hemiplegia 
without aphasia 
Group Cl 
Gr::p -C-2---l----7-l __ l 
!--· -'--·-·-----·'----·-------"-·------ t 
7 .25 15 
!;"" . 
ｾ＠ ' -· 
ｾＮ＠ : .. 
'":·;;"' :/r:: ﾷ ﾷ＾ｾＺ ＭＩ＠ ＧＧ｜ Ｚ ＧｻｾＧ［ｾＺ｜ｾＺ Ｎ ＬﾷﾷＺＮｽ［＾ＺＺＮ Ｚ ｾ ｾＺﾷＱ＠
· Bo. ﾷｾ＠
Only right handed subjects 'tvere included in this definition, so 
reducing the total population from 79 to 71. The figures in Table 12 
agree with those of Thygeson (1964) ," i_n that approximately tt-fo·Mthirds 
(63%) of those patients suffering a hemiplegia involving the preferl,ed 
side had an aphasic ｩｭｰ｡ｩｲｭ･ｮｴｾ＠
Reanalysis by sex and age revealed no new aspects. The reduced 
total population still has a female majority of 70%. and the mean age 
_for the spouse is 60.04 years. There are no statistically significant 
inter-group differences. 
Sex Group Al v Bl 
Group Bl v Cl 
Group Cl v C2 
Group .A1 v Cl 
Group Al v C2 
Group Bl v 02 
.101 = p > .05 n.s. 
.149 = p .). .o5 n.s. 
.202 = p > .05 n.s. 
.909 = p .> .05 n.s. 
.130 = p > .05 n.s. 
x2 • = .012 df = 1 n.s ... 
p.ge Group .A1 v Bl t = .409 df 30 n.s • 
Group B1 v Cl t = • 817 df 38 n.s. 
Group C1 v C2 · t 1.222 df 37 n.s. 
Group Al v Cl t .211 df = 20 n.s. 
Group Al v C2 -1-
-752 df 29 n.s. lJ 
Group Bl v C2 t 
-444 df = 47 n.s. 
This section has aimed at providing a general pro:file of the 
background of the spouses and establishing a valid basis for inter-
group comparisons. 
To recapitulate the results so far: 
the ｭｾｪｯｲｩｴｹ＠ of the spouses were female 
the majority of the spouses had reached middle-age, and 81% 
of marriages were of 20-50 year's duration 
most spouses were bol"n in J?ritain and of Protestant religion 
the majority were or had been skilled manual workers 
the majority lived in houses, usually alone_with the patient 
\j 
A 
ｾ＠
· :;1 
,-_ 
. \ ｾ Ｚ＠
.. · ... . . 
. Ｚ ｾ＠ •· 
ｾＭ ［＠ ｾ＠ . 
the mea:n interval between the stroire and ·bhe intervievr was 
16 ﾷ ＮｊＮｾｯ＠ months and 81% were interviewed within two years 
the majority had seen their G.P. ·and also · a social worker 
·_ about the stroke. . 
Undoubtedly it would be misleading tp place. too much emphasis 
on this 'average' profile of the spouse, but it provides a use.ful 
orientation when considering the sample as a whole. The sub-groups 
turn out to be closely comparable on the characteristics so .fa.r 
discussed. 
., 
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VII RESULTS OF PATIENT ASSESSMENT 
.Having established .,.that there were no significant differences 
between the groups in terms of background data we can proeeed to a 
cornparison in terms of the level of the patient's disability. 
l. 
i) 
Analysis of patient assessment results with the patients 
grouped according to their disapility 
Severity of hemiplegia 
Since the Rankin Scale was designed to assess the functional 
disability due to hemiplegia,Group A (aphasia only) will not be 
included in the analysis. 
Table 13a 
Group B n = 
Group.C n = 
Table lJb 
Rankin 
Comparison of Groups B and C on the Rankin Scale · 
Maximum range 1 - 5 
Mean Range Standard deviation 
28 2.86 2 
- 4 .76 
43 3.oo 2 - 5 . .79 
Distribution· of patients by Rankin. Scale scores 
Patients 
Grade % n 
1 (no disabili ｾｹＩ＠ 0 
-
2 22 31 
3 ; 32 45 
4 16 23 
5 1 l 
· . ｗｨＺｌｬｳﾷｾ＠ the range .. of scores embraces tho complete ｳｰｴｾ｣ｴｲｵｭ＠ of 
physical disability, tho lar·cost group of patientn obtain Grade 3 
scores. In terms ｯｾｲ＠ tho Scale's dofinitions, this grndo refers to o. 
patient with a moderate hemiplegia who is able· to walk alone but needs 
some assistance with self-care. Only 1% had a severe hemiplegia, being 
bedfast and needing constant care. There is no significant difference 
• · • · ·• _'..,: • - I' 
' . . 
'' . , 
·, 
!_( -
between the two groups on a Mann-Whitney test. (U. =·658 z ｾＮ＠ 707 n.s.) 
ii) ｐｨｹｳｩ｣ｾｬ＠ dependence 
Group A were assessed and f'ound to be completely independent in 
P._ersonal care. Data on the other two · groups ar,e given beloc-v. 
I 
Table 14a 
-----
Comparison of' ｇｲｾｾｰｳ＠ B and C · on the Activities of Dailz 
ｌｩｶｾ＠ Index (Northwick Park Scarey----
Group B n = 28 
Gro1J.p C n = 43 
--·----.,...----
Mean 
24 ＮｬｾＶ＠
24.56 
Range 
17 - 40 
17 - 45 
Maximurn range 17 51 
Standard deviation 
·----···----
ｾｬ･＠ lhb Distribution of' patients on the A.D.L. Index 
(Groups B and C only) 
Patients 
A.D.L. Score 
n % 
-----
Minimal dependency 48 68% . 
17 - 27 
Moderate dependency 20 28% 
- 28 - 39 
Maximum dependency 3 4% 
40 - 51 
Both groups exhibit a wide range•of' dependency but two-thirds 
of' patients with hemiplegic disability were .found to fall within the 
range of minjmal dependency. This complements the findings of the 
Rankin Scale assessment and had been anticipated in that independence 
j_n daily living activities is one of the primary aims of rehabilitation 
(all patients had received rehabilitation therapy). There was no , 
signi.ficant difference in the A.D.L. scores between Groups B and C 
(t = .053 df = 69 n.s.). 
ｾﾷ Ｇ＠
,·, 
.·· . 
'. 
. ' . 
. ( 
:L:tl) ｾｶＮ･ｲｩｴｹ＠ of ｵ｡［･ｨｾｾＭ｡Ｎ＠
The Porch Index of Communicative Ability ｲ･ｾ･ｲｳ＠ only to Groups 
A and B. 
Overall P-! I. C. A. scores 
----------
Mean Range 
·---· ----[Group An 8 11.87 8.00 - 13 .. 77 
Group B n = 28 ｾＰＮＳＲ＠ h.5o -. Jlt ... 06. 
-------- - ·----- ＭＭＭＭＭＭＭｾＭＭＭ
Maximum range 0 - 16 
Standard devi.ation 
--- ·-·---
1 '.96 
2.55 
The Overall score is the best single index in this scale of the 
patient's general connnunicative ability. The overall response level 
gives a general impression of the level at which the patient is 
functioning communicatively but does not indicate the methods by which 
the patient connnunicates; to determihe this the modality response levels 
(gestux·al, verbal and graphic) should be analysed. Accordi!!g to Porch 
(1967) a large random srunple of aphasic patients will have a meru1 
Overall level of about 10.00 as compared to a ｳｾｾｰｬ･＠ o£ normal, literate 
subjects, which averages around 15.oo. · In Iteeping with this expectation 
it can be seen from Table 15a that the means for Groups A and B. are 11.87 
and 10.32 respectively. There is no significant ｩＺｲｾ Ｚ ｴ･ｲＭｧｲｯｵｰ＠ di.fference 
(t = 1.588 df = 34_n.s.). 
Table l5b 
ＭｾＭＭＭＭ
Distribution of atientts overall Poi.C.A. scores 
. . ｾ［＠
;···:\i 
.j 
., 
1 
,l 
( ｇｲｯｵｰｊＳ｟ｊｵ｡ＺｮＡｩｾＱｌＮｑＮｵｬＧ＠ · 
P.I.C.A. Scores ! ·. 
Group .An= 8 
Group B n=28 
Total n=36 
ＱＭＭＭＭＭＭＭＭＭＭＭＭＭＭＭｾＭＭＭＭＭＭＭＭＭ Ｍ ＭＭｾ ﾷ ＭＭ Ｍ ﾷＭＭＭＭＭＭＱ Ｎ＠
Non-functional speech Functional speech l 
-4 .o-5 .99 6.00-7.99 8 .oo-9. 9.9 10 .. 00-11.99 -12. 00-1.3:'99-J4 o00--15' :99 ·: 
1 4 ｾ＠ Ｑｾ＠ ｾ＠ 2 1 
l(J%) h(ll%) 8(22%) 13(36%) 8(22%) 2(6%) ｾ＠
ＭＭＭｲＭＭＺＭＭＭＭＧＭＭｾＭＭＭＭｊＮＭＭＭｾＮＮＮｬＮＮＮＭＭＭＭﾷＮＮＮＱＭＮＭＭＭＭＭＭＭＭＭｾ＠ .. t . 
. ｾ＠ ., 
; . 
Ｎｾ＠ .. · ·: . 
' . ··:·: ... ｾ Ｚ＠
It ·can be seen from Table 15b ·that twd-tl1ir'ds of' aphasic 
pa:tients fall within the range of functional speech. By interpretation 
from the ｭｾｵ｡ｬ＠ (Porch 1967), this indicates that these ·pat:;i.ents were 
at least able to understand and carry out instructions to the point 
where they were able to function independently in a .familiar 
environment and their attempts at various forms of output were becoming 
' · 
both more appropriate and more effective. 
· There are no significant inter-group differences in the 
gestUral, verbal ｦｦｩｾ､＠ graphic modalities. Porch (1967) indicates that 
in a random sample of aphasic patients the means for the gestural, 
verbal and graphic modalities are about 12.00, lO.oo, and 8.00 
respectively. It can be seen from Table 1.5c that the mea.ns for the 
study groups closely approximate these means, but within the verbal 
modality there is the greatest variation • 
. 
Table _!?c ｾｳｴｵｲ｡ｬＬ＠ Verbal and Gra:e_hic scores Maximiun range 1-$16 
Mean Range· Standard . deviation 
Gestural 
Group A n = 
Group B n = 
Verbal 
-·----Group A n = 
Group B n = 
GraEhic 
Group A n = 
Group B n = 
Gestural 
Verbal 
Graphic 
8 
28 
-
8 
28 
8 
28 
·12 .58 8.00 - 14 • .51 
11.7.5 4.80 -14.41 
12.2.5 8.02 
-
14:oo 
9.82 3.32 - 14 . .52 
10.63 6.00 
-
13.60 
9.21 4.6.5 - 1)4.65 
A v B t .992 df 34 n.s. 
A v B t 2.011 df 34 n.s. 
A v B t = 1.110 df = 34 n.s. 
iv) ｉｮｴ･Ｑｾ･｣ｴｵ｡ｬ＠ ability 
2.13 
2.06 
2 .. 14 
4.08 
2.67 
3.31 
: . . r 
Here all three groups can be compared (both the standard and 
coloured forms· were used as appropriate). 
. • 
. i 
' : 
Ｇ ＺＮ ｾ ﾷＭＧ＠
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TabJe 16a Raven's Progressive Matrices 
-q-
Group An· ·= 8 
Group B n = 28 
Group C n = 43 
'-·--· 
-
Mean 
III+ 
III 
III+ 
Group A v B 
Group A v C 
Group B v c 
ｾＭﾷﾷ＠
Range 
--
I- IV 
I - v 
I-V 
u = 136.5 
u = 177 . _f) 
u = 489.5 
Maximum range I - V 
---
Standard Cleviation 
z 
z 
z 
i 
2.62 
2.43 
2.22 
-.941 
-.144 
1.338 
n.s. 
n.s. 
n.s. 
Table 16b ｄｩｳｴｲｩ｢ｾｵｴｩｯｮ＠ of ｰ｡ｴｩ･ｾｴｳ＠ bl ｩｾｴ･ｬｬ･｣ｴｵ｡ｬ＠ status 
Patients 
Raven's Progressive Matrices 
-Grade ·-
n % 
-
I 11 14% 
II 15 19% 
III 37 47% 
IV . 9 11% 
\ v 7 9% 
There is a full range of measured intellectual ability and there· 
are no significant inter-group dif.ferences. However, it is recognized 
that the idea of intelligence as a unit.ary capacity may :not be very 
usefu;L in analysing the changes brought about by cerebral damage • In 
addition the non-aphasic hemiplegic group in this classi.fication 
consists of both right and le.ft hemisphere lesions. Further conrrnent 
will be made on this assessment when the patients are re-classified 
according to the laterality of the lesion since the- locos of the 
lesion differentially affects performance on intelligence tests. 
v) Side of hemiplegia 
As expecteq, from the nature of the classification o.f the groups, 
the aphasic hemiplegics are almost ･ｮｴｩｾ･ｬｹ＠ composed of patients with a 
right hemiplegia (i.e. left hemisphere damage), w·herea.s the non-aphasic 
hemiplegics ｡ｲｾ＠ composed of right and left hemiplegics in more equal 
. ｾ［ Ｚ＠ Ｍ ｾＮ＠
. ) ｾ ﾷ＠ .. " "; 
. ·;:.·· . .... _ ·.· .. ;.;,·· · . 
8.7 .. ·. 
measure. 'l'wo--thirds o.r pat:Lentu : m.fforing a rir;ht hemiplegia had un 
aphasic impairment. 
Table 17 Distribution of side of hemiplegia 
. Right Left 
Group B n = 28 27 1 
Group 0 n = ｌｾｊ＠ 16 27 
Summary 
When hemiplegia was present the groups were comparable in terms 
of both physical handicap and funetional dependency. Both the Ranld.n 
Scale and the Nortb,wick Park. Daily Living Index provided a mean profile 
of a patient with moderate handicap. When ap?asia was present the 
groups wer.e again comparable in severity of handicap with 64% of patients 
demonstrating ｾ｣ｴｩｯｮ｡ｬ＠ speech. Similarly the groups were comparablo in 
terms o:[' proscmt iutolloctuul cupa.ci'Ly uo moasux·ocl uy the Progressive 
Matrices. 
2. .Analysis of patient assessment results with the patients· grouped 
according to the laterality of the lesion 
Only right-handed patients were included in this classification. 
Means, ranges and standard deviations will not ·be quoted unless they 
significantly differ from the previous classification. 
i) Severity of hemiplegia 
Table l8a Hankin Scale (.l:.:rterali ty groupine) Maximum range 1 - ｾ［＠
Mean Range Standard deviation 
Group Bl n = 25 2.88 2 
- 4 0.78 
Group Cl n = Ｑ ｟ ｾ＠ 2.60 2 
- 4 o.6J 
Group C2 n - 24 3.29 2 - 5 0.75 ｾ＠
. . .. ... .! ｾ＠ . Ｎｬｾﾷ＠ . ,; . Ｇｾ＠ Ｚ ｾ＠ .... .• . • .... ! . . : •· !!; '3-.: l • .. '. ＧｾＮ＠ ｾ＠ """' .... 
Group Bl v· Cl U = 151.5 z = 1.088 n.s. 
Group Bl v C2 U = 382.5 z = -1.767 n.s. 
Group Cl v 02 U = 267.5 z = -2 .. 730 P< .ol 
. -
Table 18b Ｉｬｾｳｴｲｩ｢ｵｴｩｯｮ＠ ｯｦＺ｟ｅ｡ｴｾｾｾ＠ by Rankin Scala ｧｲ｡ＹＭｾ＠
. (laterality ｧｲｯｵｰｾｧ［Ｍ · 
-
Patients . Rankin grade 
- --
B1 .(n=25)"' C1 (n=l5) C2 (n=24) 
1 (no disability) 
- - -
2 9(36%) 7(47%) 3(13%) 
3 ＱＰＨｾ Ｎ ＰＥＩ＠ . 7 (47%) 12(50%) 
4 6(24%) 1( 6%) 8(33%) 
5 - - 1( h%) 
·-· 
There is a significant difference between Group C1 (non-a;phasic 
right heiniplegics) and Group C2 (non-aphasic left hemiplegics). li':rom 
. 
Table 18b it can be seen that Group 01 are less disabled than Group 02: 
only 6% of' Cl patients £all into categories 4 and 5, whereas 24% and 
37% of Bland C2 patients respectively fall into these categories. 
ii) Physical . dependence 
Table 19a Activities o.f daily living (laterality groupingl 
Maximum range 17 - 57 
-
Mean Range Standard deviation 
Group B1 n = 25 24.80 17 - 40 7.47 
Group 01 n = 15 20.87 17 -. 38 5.62 
Group 02 n = 24 27.00 18 - ＱＮｾＵ＠ 7.63 
Table 19b · Distribution of ｰ｡ｴｩ･ｮｴｾ＠ by A.D.L. score (laterality 
·' . 
.. 
. : 
A.D.L. Score Group Bl(n=25) 
Minimal dependency' 15 
17-27 60% 
Moderate dependency 9 
28-39 36% 
ｍ｡ｸｾｮｵｭ＠ dependency l 
40-51 4% 
- ＭＭｾ＠
Patients 
Group Ol(n=l5) 
. ｾＳ＠
87% 
2 
13% 
-
-
grouping) 
ｾｯｬＭＧＭＭＭＭ
Group C2( 
14 
8 
2 
n=24) 
59% 
33% 
8% 
88 ; . 
. . . 
Group Bl v 01 
Group Bl v- C2 
Group Cl v C2 
t ::: 1.767 
t = 1.019 
t = 2 ｯＶＸｾｾ＠
d.f = 38 n.s. 
df = h7 n.s. 
d.f = 37 p .. ｾ＠ .05 
' : ·.· "\.·'·' 
89. 
There is a significant difference between Group Cl (non-aphasic 
right hem.iplegics) and Group 02 (non-aphasic left. hemiplegics)o It can 
. 
be seen fror11 Table l9b that Group dl (right hemiplegics without aphasia) 
are significantly less dependent ·than Group C2 (left herniplegics withou-t 
aphasic): only 13% of Group Cl f'alJ. within the moderate/maximum 
dependency range whereas 4o% and 41% of Groups Bl and C2 respectively 
fall vrithin this range. 
iii) Severity of aphasia 
· Using the Porch Index of Connnunicative .Abilities Overall rating 
. 
again there 1-ras no signif'ic ant difference found between Groups .Al and 
Bl (t = 1.506 · df = 30 n.s.). 
iv) Intellectual ability 
Table 20 · Ravens Progressive Matrices (laterality ｾｵｰｩｮｧＩ ｾ＠
-
Mean Range 
Group .Al n = 7 III+ I - III-
Group Bl n = 25 III I-V 
Group Cl n = 15 II I - III-
Group 02 n = 24 III I-V 
Group Al v Bl U = 58 z 1.360 n.s. 
Group Al v Cl U = 54.5 z = ｾﾷＰＮＱＴＴ＠ n.s. 
Group Al v C2 U = 61.5 z = 1.081 n.s. 
Group Bl v C2 U = 280 z = 0.403 n.s. 
Group Cl v C2 U = 243.5 z = -1.857 
-
Standard deviation 
2.51 
2.33 
1.55 
2.]+4 
Group Bl v Cl U = 10.5.5 z = 2.320 p""'.o5 
Table 20 indicates that aphasic right hemiplegics produced 
I 
significantly lower scores on the Matrices test than right hemipJ:egics 
l · :. :.· . 'i. · i· .• 
: .• 
wi-thout aphasia o Thus within the lef't J1emisphere . group aphasia. seems 
to have led ·to :impaired test ｰｾｲｦｯｲｭ｡ｮ｣･Ｎ＠ Ho1fever, there is no 
significant difference between the right and left pemisphere groups 
when aphasics are excluded. The question of intellectual impairment 
in aphasic patients · is still debatable but Z·angwill (1974) summarizes 
a current view -that aphasic ｰ｡ｴｩｾｮｴｳ＠ suffer to different ､ｾｧｲ･･ｳ＠ on 
different tasks which comprise . a typical intelligence test; some of 
these tasks necessitate some type of verbal mediation, ·even when 
ｯｳｴ･ｮｳｾ｢ｬｹ＠ non-verbal in nature. Aphasics are more troubled by any 
task requiring verbal mediation even if not a verbal response. On 
this view, the aphasic patients will have been at a disadvantage· oi1 
the Matrices test so that to compare them wlth non-aphasic stroke 
patients could be misleading (Piercy 1964). 
Summary 
· Using this classification there are two significant inter-
group differences: 
i) When hemiplegia is present, the non-aphasic right 
hemiplegics are less disabled and dependent than 
the left hemiplegics. 
ii) On a measure of intellj_gence,r right hemiplegics without 
aphasia performed better than those with aphasia. 
These findings are compatible with previous studies (e.g. 
Marquardsen 1969) in suggesting that right hemisphere lesions (i.e. 
those associated with left hemiplegia) may carry a less favourable 
prognosis in some respects than left hemisphere lesions, prob.ably: 
because of ｡｣｣ｯｭｰ｡ｮｾｮｧ＠ defects in visuomotor, temporal and spatial 
skills. On the other hand, if defects of this nature were ｰｲ･ｳ･ｾＭｴ＠
in the study patients (a possibility which this study· did not· 
investigate) they had no obvious ef'fects on the Matrices scores. It 
90. 
. ｾ＠ ·• f 
91 .. 
is possible that larger groups would haye brought.to light problems 
-
associated with lef't ｨ･ｭｩｰｬ･ｧｩｾ＠ but the difficulty o£ interpreting 
the intelligence level o.f aphasic patients t-Jould ｲｾｭ｡ｩｮＮ＠
Further res1llts need to be interpreted with these considerations 
in mind. 
92. 
VIII RESULTS OF SPOUSE AS.SESSMEijT 
The analysis of the results will be taken in several stages. 
Initially the results will be analysed to assess the differences 
between spouses of aphasics and spouses of non-aphasics. 
1. Anal sis of assessment results with the s ouses 
to the patient's disability 
., 
i. EYsenck Personality Inventory (Form A) 
Table 2la E and N scale scores. Maximum range 0 - 24 
Ea Na 
Mean Range S.D. Mean Range S.D. 
Group An :::: 8 10.88 6-14 3. 31 9.88 0-15 4.73 
Group B n = 26 11.27 1-20 3.83 9.62 4-22 5.04 
Group c n = 43 10.88 3-18 3.99 9.21 1-20 5.41 
E N 
Group Av B t ·= .262 df = 32 n.s. Group Av B t ::: .129 df ::: ]2 n.s. 
Group Av c t ::: .005 df = ｴｾＹ＠ n.s. Group Av c t ::: .325 df ::: }+9 n.s. 
Group B v c t = .395 df = 67 n. s. Group B v c t ::: .310 df :::: 6'7 n.s. 
· The results given ln Table 2la for E and N lie within the range 
of values found 1n a normal population (EA = 12.07, S.D.= 4.37; 
Na = 9.07, S.D.= 4.78); and there are no significant inter-group 
､ｩｦｦ･ｲｾｮ｣･ｾ＠ on either dimension). 
Lie Scale Scores Maximum Hnnge 0-9 
Mean Range Standard deviation 
Group .1\.. n = 8 h.25 3-6 1.0)1. 
Group B n = 26 5. 42 . 2-9 1.65 
Group c n = 43 4.84 1-8 1.74 
.-......... 
Ｇｾ＠ . 
.. ··. 
... 
_.: 
. . . : ｲｾＮ＠
: ｾｾ｟ＺＺＬ［ Ｏ ｙ｜ Ｎ ［ ｟Ｚ ﾷｾ Ｇ ﾷ ｾ＠ :.·: ＺﾷＺＺｾﾷＯＩｾｩＮｾｩ ｬ＠
Ｍｾ＠Ｎｾ＠
Group A v B 
Group A v C 
Group B v C 
t ｾ＠ 1.885 df = 32 n.s. 
t ］ ｾ＠ .918 df = 49 n.s. 
t = 1.380 ·df ｾ＠ 67 n.s. 
As can be seen,_ the scores for this scale are fairly high\ but 
as has been noted in the E.P.Q. manual (1975) L scores are higher in 
women and increase with age. Since the majority ·of the respondents 
1-1ere middle-aged and female, and -t?here were no inter-group differences, 
there seems to be no reason Yn1y the E.P.I. findings cannot be accepted 
as valid. 
ii. Hostility and Direction of Hostility Questionnaire 
' ·.·93. 
The means for the groups and the standard deviations fall within 
the normal range (see manual). However, the q_uestionnaire is not 
regarded primarily as a diagnostic device and the main emphasis in 'using 
the scale is to assess the inter-group differences Yn1ich were found to 
be non-significant· • 
Table 22 Hostility and direction of hostility scores (HDHQ) 
---·-
Hostility Direction of Hostility 
ｾ＠
Mean Range S.D. Mean Range S.D. 
Group A n ;: 8 12.88 6-18 5.08 1.13 -6 - +12 5.83 
· Group B n = 25 14.68 4-31 6.82 1.60 -7 - ·+14 5. ｬｾＡｴ Ｍ
Group C n = 42 ＱＳｾＵＹ＠ 4-28 6.54 1.00 -8 - +15 ' 5.84 
·-
Hostility Direction of Hostiliti[ 
Group A v B t ;: .687 df = 31 n.s. Group A v B t ;: .211 df ·- 31 n. s. 
Group A v C t = .294 df = 48 n.s. Group A v c t ;: .055 df = 48 n. s. 
Group B v C t = .646 df = 65 n.s. Group B v c t ;: .416 df = 65 n. s. 
iii. Attitude Questionnaire 
In the absence of normative data these measures could be used 
only to explore possible inter-group differences. In the event no 
significant differences were found, but overall there ·,vas evidence of 
high levels of overprotection and unrealistic attitudes. 
> 
..J 
'i 
.J 
. '·l 
Ｚｾ＠
·, . 
.... ·. 
Table 23a .unrealistic attitudes Maximum range 0-16 
ＭＭＭＭＭＭｾＭＭＭＭ
[
Group A 
Group B 
Group C 
n = 
n = 
n = 
8 
26 
43 
Group A v B 
Group A v C 
Group B v C 
ｾ＠
Mean I 
10.1,3 [ 9.81 10.47 
t = 
t 
t = 
.170 
• 197 
• 590 
-
Range Standard deviation 
2 - 16· 
2 
- 16 
1 - 16 
df = 32 n. s .-
di = 49 n.s • 
df = 67 n.s • 
4· 
4. 
4. 
-
79 
60 
43 
·--------4 
Percentage of subjects ｡ｧｲ･ｾｩｮｧ｟ｷｩｴｨ＠ selected items on 
the Unrealistic Attitudes Scale (n = 77) 
Items % of agreement 
"if one puts in enough effort any condition can be 
changed" 73% 
"It is .best not to talk to the handicapped person 
about the handicap rr 66% 
"My spouse will be completely recovered from his 
handicap" '65% 
"To help a person get over ｾ＠ handicap •• , act as 
though it didn't exist" 56% 
"Even the most seriously handicapped person can be 
made perfect by prayer" 53% 
As can be seen from Table 23b, 73% of spouses believed that 
willpower could change any condition; 56% tended to deriy the existence 
of' disability; and 53% believed that miracles can make the disabled 
person perfect. These are interesting observations when consideri11;g 
that all spouses have been exposed to ip.f'ormation about the stroke and 
ensuing disability, from rehabilitation and social services. 
Table 24a Retributive Guilt Maximum range o-45 
Mean Range Standard deviation 
ｾ＠
.. 
---Group A n = 8 8.oo 3-15 5.01 
Group B n = 25 9.52 0-20 5.38 
···: ' 
Group C n = 43 9.09 0-17 ＩＮｪＮＮｾＵ＠
--
. ' .. ' ' Ｚ［Ｍｾ Ｚ＠ ｾ＠
9L .• 
I. 
J 
• . •! ｾ＠ ' . 
'' · 
. . 
·,·., 
. .. 
.· . . 
Group AvB t .706 df = 31 n.s. 
Group AvC t. • 615 df 49 ri.s • 
Group B v C t .3L.9 df 66 n.s • 
Table 24b ｐ･ｲ｣ｾｴ｡Ｎｾ･＠ of subjects ｡ｧｲ･･ｩｾ＠ ｷｩｴｨｾ＠ selected items on 
the ｒ･ｴｲｪ｟｢ｵｴｩｶｾ＠ Guilt ScaleTn = 7bJ . 
11Destiny11 
11Fa.te" 
Items 
"'fhe sins of the father shall be visited upon 
the children" 
"As a punishment to you or your spouse" 
% of agreement 
67% 
66% 
"Due to quarrelling and fighting between you and 
your spouse" 3% 
67% of the spouses indicated fatalistic thinking when questioned 
as to the cause ｯｾ＠ the patient 's stroi{e. Feelings of self-blame, guilt, 
-
and pf being punished were not frequently indicated by the spouses: the 
means for the groups indicate a general lm.,r level o.f retributive guilt. 
Overprotection 
Group A n = 8 
Group B n = 25 
Group C n = 41 
.Group A v B 
Group A v C 
Group B v C 
Mean Range 
19.50 7-30 
26.08 7-53 
20.20 1-48 . 
t = 1.446 df = 31 n.s 
t 0.158 df = 47 n.s. 
t = 1.974 df = 64 n.s 
Maximum range 0 - 60 
-
Standard deviation 
9.06 
11.75 
11.84 
Table 25b Percentage of subjects agreeing with selected items on the 
· Overprotection ｓ･｡ｬｾ＠ { n = 74 ) 
95 . 
Items % of agreement 
"I manage ·things so my spouse is not put- into ｳｊＮｴｵ｡ｴｊＮｯｮｳｾＭ］Ｍ］＠ - :::-_ 
where he might get his feelings hurt" 81% 
"I don't ｡ｬｬｯｾｲ＠ anyone to criticize my spouse under any 
circumstancestt 
"I would rather keep my spouse at home • • • • if there is 
a chance he might get his feelings hurttt 64% 
t ,' 
"., 
· . • · . 
T ' •f .,, 
Items 
ＱＭＭＭＭＭＭＭﾷＭﾷＭＭＭＭＭＭｾＭＭｾＭ•ﾷ•• ｾ ＭＺＭ • ｵＭＮＭＭＭＭＭＭＭＭＭ ﾷ ＭﾷＭＭＭＭＺＭＭＭ
"I am constantly warning my spouse to he care:f'uJ)1 
"I do many things for my spouse which ·he might be · 
able to do for himself" 
"I live in a constant state of fear that something 
60% 
51.!.% 
terrible might happen if' I 1m not there every minute" 50% 
--..a-------
Although there are no significant inter-group differences on 
the Overprotection Scale, there is a generally strong response in this 
section: a few of the spouses scored near the maximum possible score. 
81% of spouses agreed with statements indicative of avoiding 
situatio:p.s that might be stressful to the patient and ·54% ｩｮ､ｩ｣｡Ｚｴ･ｾ＠
that they did things for .the patient which he could do for hi1nself. 
Table 26a 
------
Rejection 
Group An= 8 
Group B n = 25 
Group C n = 41 
Gr·oup A v B 
Group .A v C 
G"'.coup B v C 
Mean 
4.75 
5.44 
. 4.90 
t 
t = 
t 
·-- ｒｾｧ･＠
ＮＴＷＡｾ＠
• 085 
.489 
0-11 
0-ll 
0-23 
df = 31 n.s. 
df == 47 n.s • 
df = 64 n.s. 
Maximmn raF..ge 0-45 
Standard 
3.6 
3.5 
4.7 
deviation 
9 
5 
5 
Table 26b Percentage of subjects agreeing with selected items on 
the Rejection Scale (N_= 74_2:'----------------
96. 
------------· ｾｾＭＭＭＭﾷＭＭＭＭＭＭＭＭＭＭＭＡ＠ o! · ｡ｾｾｾｅ｟Ａ･ｬｬｦ＠ ( 
"I think of my spouse more as · a child. than as a 
,husband (wife)" 23% 
"I am repellod by many things my spouse does" 
"I feel nauseated when I see my spouse drool" 
11No matter ho't-v I try, I find it extremely difficult 
to be so fond of my spouse" 
12% 
11% 
4% 
Attitudes of·rejection were not frequently held by the spouses 
and there were no significant inter-group differences. 23% of spouses 
-. ｾ＠ . ' ' 
Ｍ ｾ＠ . ,_. -
:=·;· __ :.. 
ｾ＠ ... \ . 
< ＧＨＧ Ｌ ﾷ Ｎ ＬＬｾ ｙ｟ｻｾ ｽｾ Ｇ ＺＺＮＮ ﾷＺｾﾷ ｽ＠ ﾷＭｾ ＿ ｾ＠
. : 
·: · · . . ·. : 
indicated ·that they regarded their spouse more as a child than a 
husband . (wife) but apart from the two additional items cited in Table 
26b the percentage of agreement with individual items fell below the 
lO% level. 
iv. General Health Questimmaire 
The .30-item general health questionnaire (GHQ) was used as a 
scoring test for non-psychotic ｰｳｹ｣ｨｩ｡ｴ Ｎ ｲｾ｣＠ d_isturbance. The GHQ was 
scored according to the method recommended by Goldberg (1972): using 
a cut-o£f score of 3/4, those spouses scoring above 3 were cpnsidered 
to be possible positive _psychiatric cases. 
Table 27a General Health Questionnaire 
Group A n = 8 
Group B n = 28 
Group C n = 43 
Total n = 79 
Group A v B p 
Group A v C p 
Group B v C x2- = 
. 
Positive 
4 
22 
23 
49 
0.256 n.s o 
1.000 n.s. 
3.579 df = 1 n.s. 
Negative 
4 
6 
2.0 
30 
Although there is no significant.difference between the groups 
there is a strong tendency for Group B to incorporate more positive 
cases than the other groups. To further investigate this the groups 
were divided by sex. 
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ｾｌＧ｡Ｎ｢ｬ｣＠ 2'{b General Ileal th Q.uestionnaire (grou:vs divided by sex) 
Male Spouses ·:"-:· -.- ... Jl,emale Spouses 
Positive Negative Positive Negative 
Group A - - Group A n= 8 .4 4 
Group B n = ll 7 4 Group B n=17 15 2 
Group c n = 13 8 5 Group C n=30 15 15 
Total · n = 2ll. 15 9 Total n = 55 34 21' 
ｾ＠
Group B·v c 2 X = • 100 df = 1 n.s . 
Female 
Group Av B p-= .119 n.s. 
. Group Av c p = 1.000 n.s. 
Group B v c X 2 = 5 . 314 df' = 1 p "'. 05 
It can be seen from Table 27b that when the groups are divided 
by sex, there is a significant difference between the female ｳｰｯｾｳ･ｳ＠ of 
aphasic hemiplegics (Group B) and the female spouses of hemiplegics 
(Group c), in that there is a significantly greater nUl)lber of positjve 
cases in Group B than in Group C. 62% of the total group are classified 
as positive cases in the sense of being liable to experience minor 
psychiatric illness. Goldberg and Blackwell (1970) found that in a 
suburban general practice the GHQ identified 30% of patients · as liable 
to be suffering from minor psychiatric illness, . and Ballinger (1975.) 
ｦｯｵｮ､ｾ＠ prevalence· of 29% in the general population on women aged 
40-55 years. Taking these percentages into consideration, the results 
of the study sample suggest a significantly raised incidence of -minor 
ｾｳｹ｣ｨｩ｡ｴｲｩ｣＠ i1lnesi.· 
v. Wakefield Depression Inventory 
The cut-off level of' 14-15 points was used as suggested by · 
Snaith et al (1971). Spouses scoring 15 and above were con::;idered to 
ｾＺ＠ ' ' . 
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be liable to be su.fi·ering from depressive symptoms (positive cases). 
1:Yakefield Depression Inventor;r 
Grmip· A n 8 
·--·-· Group B n = 28 
·----Group 
Total 
c n = 43 
n = 79 
Group A v B p . 
Group A v C ｾ＠
Group B v C x = 
Posi tive 
4 
·13 
ｾ＠
16 
33 
1.000 n.,s. 
0. 762 n.s. 
- -· 
·-
0.275 df = 1 n.s. 
-- --
Negative 
---· --· - - ---
. 
4 
15 
27 
--
46 
There is no significant inter-group difference but sli1ce there 
is a Ia1own female -prevalence of depression, it was necessary to further 
1 
analyse the groups divided by sex. 
Table 28b Wakefield Depression Inventory _(groups divided ｢ｾ･ｸＩ＠
Male Spouses Female Spous es 
ＭＭＭ ＭｾＬ｟Ｎ｟ＬＮＮ＠ . ＮＮＮＬＮＮＬＮＬＮＬＮＮＮＭＮＭＭｾ＠ - - .. - .. 
Positive Negative Positive Negative 
Group A 
- -
Group B n=ll 4 7 
Group C n=l3 4 9 
Total n=24 8 16 
Male 
Group B v C p 1.000 n.s. 
Group A n= 8 
Group B n=l7 
Group C n=30 
Total n.=55· 
Female 
h 
9 
12 
25 
ｾ ﾷ ｌＭＭＭ Ｍ Ｍ
4 
8 
18 
30 
Group A v B p = 1.000 ｮｾｳＮ＠
Group A v C p :. . 906 n.s. 
Group B v C x2 = .304 df = 1 n.s • 
.Again, there are no sign;Lficant inter-group dif'ferences nor 
between male and female spouses (x2 = 0.572 df' = 1 n.s.) although 
there is the expected trend towards greater prevalence of' depression 
in female spouses than in male spouses (h5% and 33% positive cases 
respec:!Jively). Weissman and Paykel ＨＱＹＷｾ Ｎ Ｉ＠ ｳｵｭｭ｡ｲｩｳｾ＠ that there is no 
agreement about the prevalence of depression but studies 5_n general 
. ·.,. 
populations have indicated that as many as 23% of the population 
(Srole et B:l, 1962) may show feelings of depression that in most cases 
are not sufficiently jntesne to require treatment. If this is correct 
then the study population as a whole indicates :811 abnormally high 
incidence (42%). 
vi. ,!Ielp ｾｴｴ･ｲｮｳ Ｎ＠
Subjects .were asked to identify from whom they received help 
(emotional support or 'physical aid) o Enquiry was focused on both the 
initial crisis and the long-term convalescent period. Subjects vJ'ere 
allowed to identify as many sources as they wished, and it wt:i.s found 
100 • 
there were no significant differences between the groups (see .Appendix L). 
The overall pattern of help can be seen in Table . 29a. 
ｾｲ｡｢ｬ･｟ｾ＠ Overall ｅ｡ｴｴｾｲｮ＠ of help 
Children Family Others None 
n % n % n % n % 
Initial crisis 38 48% lit 18% 29 37% 17 22% 
Convalescent 
period 36 46% 15 19% 36 45% 17 22% 
Figures add up to more than 100% because categories are not 
mutually exclusive. The fact that children are the most frequently 
named group underlines the importance of family size and ·geographical 
proximity. It would appear that one spouse in f'ive was coping unaided. 
Analysis of the nunilier of sources available for each subject was 
then undertaken and there were no significm1t inter-group differences. 
The overall pattern is given in Table 29b. 
Group A .v B . U = 92 .5 z = 
Group A v C U = 132.5 ·z 
Group B v C U = 557.5 z 
.839 n.s. 
1 .. 132 n.s. 
.588 n.s. 
ｾＮＧ＠ . 
\'' • , 
' ｾﾷ＠
Ｚ ﾷ ｾｹｾＺＮＺ＠ .. .. ｾ Ｎ ＺＭ ｾｾＺ ﾷ ［Ｎ［＠ ﾷ ｾ＠ .. ﾷＮ ｾＭ ｾＭ ﾷ＠
a• , • \•,,. ;j ; ｾ Ｍ ｾﾷ ﾷ＠ .. ｾ＠ .. . : ... \:"'{,. 
. ,'•-: ｾ＠ ' .. 
' ｾ＠ ;. 
-. 
·' 
·-
. _____ .__ 
None 
n % n 
Initial crisis 17 22% 45 
Convalescent 
period 17 22% 38 
·-
1 
% n . 
57% 15 
L.8% 23 
ｾ＠
2 
%-
19% 
29% 
3 
n % 
2 2% 
1 1% 
-'-------·-
As can be seen, only a minority of spouses had more than one 
source of help. By inspection there is no noticeahle di.fference 
between the initial crisis and the convalescent period in terms of 
pattern of help and nlimber o£ sources availablee 
vii. Communication ;eatterns 
Subjects were asked with whom they discussed anxieties or 
. 
practical problems when they arose. 
·,·. 
There was no significant inter-group difference apart from the 
expected tendency to. avoid conununication with aphasic patien·lis. (see 
Appendix ｾ＠ .for non-significant :r·esul ts). 
Group B v C x 2 
Group A v C p = 
6.473 
.04 df = 1 p ｾ＠ .05 (Fisherrs exact test) 
When aphasia was present (Groups A and B) the patient was named 
as a communicant in only 8% of cases whereas when aphasia was not 
presen·t:. (Group C) the patient was named in 42% of c9-ses. 
lQl. 
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Table 30a . 
ｾ ﾷ Ｍ ＭＭＭ
Overall Eattern of cmmnunication 
N .B. Figu:r,es add up to more than 100% because the categories are not 
mutually exclusive 
ｾＭ ＭＭﾷＭＭＭＭＭＭＭＭ
Aphasia present (A+B) 
No aphasia (C) 
Extended 
｟ｦ｟ｧＺＡｬ［ｨｑＮｉｬＺｬＮｾＭｨｩｬ､ｲ･ｮ＠ ＭＭｾＭ Famil,y 
n % n % n % 
3 8% 17 47% 9 25% 
18 42% 15 35% 9 
ＭＭＭＭＭＭＭＭＭＭＧＭＭＭＭＭＭＭＭｌＭＭＭＭＭＭＭＭＭＭＭｾＭＭＭＭ
ｏｶ･ｲ｡ｬｬＬ Ｎ ｣ｨｾｬ､ｲ･ｮ＠ were the group most frequently named as 
communicants (40%) which is in line with the. results o£ the previous 
section. 
The number of sources available to each subject ｾ･ｲ･＠ analysed 
and again there were no significant differences between the groups. 
Group A v B 
Group A v C 
Group B v C 
u = 155 
u = 230 
u = 602 
z = -1. 766 n. s • 
z 1.593 n.s. 
z 0.000 n .. s. 
Table JOb Number of sources of communication 
-
None l 2 
.. 
I 
n % n % n % n 
tal Group 20 25% ＳｾＮ＠ 43% 21 27% 2 To 
- --
3 4 
% n '% 
2.5% 2 2.5% 
In the total group a large minority (43%) named only one person 
as a communicant, and 25% indicated that they had no communicant 
available • 
vii. · Social Adjustment Scale 
Table 3la displays a comparison o:f the three groups on the six 
sub-scales and the . overall rating. There were no significant ｩｾｴ･ｲＭ
group differences in the areas of work, extended family, parental and 
economic evaluations (see Appendix N for non-significant results)o The 
following significant results emerged: 
·. :.'1··. 
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Social and Leisure 
Group B v C U = 53'7 z = 2.9_36 .p ｾ＠ .. 01 
. . 
By examination of the group values, Group B has a signj_f'icantly poorer 
adjustment in the social and leisure role than Group C. 
Marital 
Group A v c 
Group B v C 
U = 8lo5 
u = 364.5 
z = 2 .411.4 p .t.. • 05 
Z = · 2 • 89l.J. p L • 01 
Groups A and B have a poorer marital adjustment than Group Co 
Overall 
Group B v C U = Jlt.l.5 z = 3 .. 166 pL. .01 
Group B has an overall poorer adjustment than Group C. 
\ 
ＭﾷＭＭＭＭＭＭ Ｍ ＭＭＭＭＭＭＭＭｾﾷﾷＭ ﾷ ＭＭﾷＭＭＭﾷＭＭＭＭＭＭﾷＭﾷＭＭＭＭＢＢﾷＭＭＭＭｾＭＭＭＭＭ
Work 
- Group A 
Group B 
Group C 
Standard deviation Range 
Ｍ ﾷ ＭＭＭＭＭＭＺＭＭﾷＭＮ［［Ｚ［ＮＭＭｾＭＺＭ -------·----
11 Q 8 2 .so t 1 - 4 ' 0. 93 
Mean ' 
n = 34 2 • 26 1 - h 0. 90 . 
n = 24 2. 75 I 1 - 5 1 1.11 . 
... ＭＭＭＭＭＭ ﾷ ＭＭＭＭＭＭｾ＠ ＭＭｾ Ｍ Ｍ ＭＭ Ｍ ＭＭﾷＭ ＺＮＮＮＮﾷＭＭＭＭＭｾＭＭＬＮＬﾷＭＭｾｾ Ｍ Ｍ ｾｾ ＭﾷＭﾷＭｾＭ ,...... _________ _ 
Social and Leisure 
Group A n = 8 4.38 2 - 7 1.92 
Gl"oup B n = 28 4.50 2 - 7 1.62 
Group C n = 43 3.28 J. ·- 6 1.58 
Ex:tended Famill 
Group A 11 = 8 2.75 2 - 4 0.89 
Group B n = 28 2.43 1 - 6 1.26 
Group C n = 43 2.14 1 - 3 o. 71-t. 
Marital 
-----Group A n = 8 3.88 3 - 5 . 0.99 
Group B n = ·28 3.71 2 - 6 1.24 
Group C n = 43 2.84 
.. 
1- 5 1.02 
---- -----
Parental 
ＭＭｾｇｲｯｵｰ＠ A n = 3 2.33 1 - 4 1.53 
Group B n = 10 2.50 1 - 4 1.08 
Group C n = 16 2.00 1 -· 3 0.63 
Economic 
Group A n = 8 1.38 1 - 2 0.52 
Group B n = 28 1.86 '1- 4 0.85 
Group C n = 43 1.79 1- 4 1.04 
ＭＭＭｾ＠
Overall I ------Group A n = 8 3.75 2 - 5 1.28 Group B n = 28 3.93 I 2 - 6 1.25 
Group C n = 43 2.98 I 1- 5 0.99 
ﾷ ﾷＭＭＭｾＭＭＭ ﾷ ＭＭﾷ＠
The norms available (see Appendix D2) ind:Lcate that in the 
social/leisure ru1d marital areas the study group resembles depressed 
patients rather ·than normal controls. In the other areas they occupy 
an intermediate position. Further analysis was u_rJ.dertal<:en of the areas 
in· which the global scores fell within the maladjusted range. 
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ｾｾｾＭＭﾷＭｾ Ｍ ｾｾＭｾ Ｍ ｾﾷＭＭｲＭＭＭＭﾷｾｲ］ＭＭＭＭｾ Ｍ Ｎ＠
Ot:J ｾ＠ P> ｾﾷ＠ (IJ t:::J ｾｨＺｾ＠0 ｾﾷ＠ (!) 0 0 ｾﾷ＠ｾ＠ ｾﾷ＠ c+ c+c+o c+ f-Jo 'tj . f-J· f-:1• (!)f-lo E• ｾﾷｃｩｬ＠ ｾ＠ｾ＠ . 0 g ｾ＠ P> ::s <l ｾ＠ • (!) I j-J 1-'• f-J• c+· til g Pl (fl c+CD(l) Cllp-' P' 1-'• p.. (!) (!) 
• (!) (]) p.. p. (IJ 
ｾ＠ ｭｾ＠ ｾＨｉＩ＠ 1:-1 w ·O 0 0 f-J· (IJ 0 ｾ＠ ｉ ﾷｾ＠0 0 f-J· (!) d· · f-J· ｾ＠ ｾ＠ F_j 
I 
j-J p... 
f-J· c+ I ｾＺＺﾷ＠ 0 0 ｾﾷ＠ I; 1=1 ｾ＠ <l 0 ro--
f-J• ..... (J) ｾ＠
c+ c+ (J) 
Group An= 8 4.12 1. 75 4 .• 71 3·7n Group B n = 28 3_.67 1.94 3.65 3'.75 
Group c n = 43 3.46 1. 70 3.26 3.27 
ｾ＠ ＭＭｌＭｾＭＭＭ Ｍ ＭＭ1.50 1.25 1.16 l2 . 7 5 2 . 25 . 
1.26 1.21 1,30 J,OQ 2c46 
1."24 1.30 1-.45 . ｾ＿ｾｾＭｌＭＲＺＮｾｾ ｾ＠
' 
It can be seen that the areas in which the mean scores fell 1 .. rithin 
the maladjusted range are: diminished contacts with friends, diminished 
social interactions and impail ... ed leisure activities for all groups; and 
in addition for Group B, ｬｯｮ･ｬｩｮ･ｳｳＮｾ＠ Using the Mann Whitney test, the 
following significant differences were fom1d: Groups A and B were both 
significantly more lonely than Group C.· (Group A v C U = 90, z = 2.037, 
p .C. .05; Group B v C U = 334 .. 5, z = 2.917, p ｾ＠ .01). Group B w-as 
significantly more bored than Group c (U ::: 411.5, z = 2 o372, p L ... 02). 
Group A had significantly less social interactions than Group C (U = 70 ｾＵＬ＠
x = 2.282, ｰｾＮｯＵＩＮ＠
Table 3lc Marital mean ratings (S.A.S.) Maximum range 1-5 
-----
*' ｧｾ＠
1::1 (J) t:J Pl 1:-l 1-'•tll t:J 1-(j(/) • ＮＮｾＮ＠ t:J ｾ＠ Q rl (!) g. (!) ｊＺｬｾ＠ l:j (!) ｾﾷ＠ ｾ＠ CD 1::1 f-J• 0 ｾＮ＠c+ ｐＧｾ＠ til '"d r-1- ｾ＠ ｾ｡＠ til li f-J• ｾ＠ . (J) ｾＮ＠ (!) (D ｾ＠ (D p ｾﾷ＠ ｾ＠ ｾﾷ＠ •i f--1 &I 0 <: 1::1 0 6 ｾｦＭｊﾷ＠ j-J{n ｾ＠ c+ (D 1-'• (D (J) ｾ＠ c+o ｾ＠ f--J Xc+ 5 0 (D (J) .--:· t-? 0 (I) (1) ｾ＠8 ｾﾷ＠ ｾﾷ＠ 1::1 0 .8 P' til ｾ＠(I) <l 0 p (D (I) ｾ ﾷ＠(D ｾ＠ til p. (J) 
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In the marital section, scores within the maladjusted range lay in 
· : . · 
.. 
ｾＮ＠ . ' .... ,. ·, .• • ·-:;i :·. ·-.·" : . .' 
the areas of reticence and domineering behaviour for Groups A and B, 
and also in fric.tion for- Gro\ip Ｍ ＩｾＮ ｾ ｾ＠ .All groups scored in the 
maladjusted range for sexual intercourse, in fact only 1?% o.f the total 
group were still having ·intercourse (Group A or1e subject, Group B £our 
subjects· and Group C nine subjects). Using the Mann Whftney test, t.he 
166. 
ｦＮＧｯｬｬｯｾｲｩｮｧ＠ significant differences were found: Group B was significantly 
more dominant in the marital partnership than Group C (U= 404, 
z = 2.390 p < .02); Groups A and B were significantly" more reticent than 
Group C .(BvC ｵｾＳＳＰＬ＠ z:::3.275, p4-.0l, AvC U=79, z:::2.474, ｰｾＮＰＲＩ［＠ Groups A 
and B experienced significant-ly m,pre friction in their marriages than Group C 
( BvC U:::l+ll, z:;::2. 371, ｰｾＮ＠ 02, AvC U:::89, z=2. 266, ｰｾＮ＠ 05). 
A further analysis was undertaken on tho parental role rating 
(as i.t warranted further delineation). 'I'he global ratings so far 
obtained have described the spouse r s relationsh;Lp with both dependent 
(y01mg) and independent (adult) 'children still living in the ·home. 
37% of spouses had children living at home but only 22% o.f spouses had 
dependent chil<J;ren. It is this group that warr:ant further 
investigation since it is this kind of parental relationship that would 
appear more vulnerable to the . stress of s.troJ.::e disability. Since the 
numbers in Group A were so small only Group B (n = 7) and Group C 
(n = 8) could be compared: 
Group B (mean= 2.8.5) v Group C (mean 2.12) 
u = 10 • .5, z = 2.213, ｰｾ＠ .05 
Thus the Group B spouses with dependent children reported significantly 
more impairment in the parental rolo than their counterparts in Group C, 
Although this difference is reduced below p .Q,5 level when parents of 
older childrcllJ nre includod (the latLor woro l :i.koly Lo be receiving 
more help from their children than they were expected to give). 
. ... ,· .... ,· 
. · .· 
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; ' ... Summar;y_: of..Jhe spouse assessments 
On E.P .I. measures of personality the s.tudy groups fell 1tJ"ithin 
the normal range and there were no significant difi'erences between 
the groups. Hostility (H.D.H.Q.) also fell within the normal range and 
did not emerge as a particuJ.ar proplem of adjustment o 
On the G.H.Q., the group as a whole revealed a high incidence· o.t' 
liability to rnino:r psychiatric illness • .Almost two···thirds . were 
est:ilnated as positive cases and female spouses of aphasic hemiplegic's 
had a significantly higher ｩｮ｣ｩ､ｾｮ｣･＠ than female spouses of non-aphasic 
hemiplegics. The Wakefield Depression Inventory scores indicated that 
between ｾ＠ ｾｨｩｲ､＠ and a half of the group might be suffering fron1 
depressive symptoms, but there were ho significant inter-·group or inter·-
se:x: differences. 
The attitude questionnaire indicated that the population under 
.. 
study tended strongly towards overprotective and unrealistic attitudes. 
In contrast retributive guilt and rejection were not in evidence., No 
significant difference was found between the groups. 
Children were ｾｨ･＠ most frequently named group for providing help 
(47%), but 22% of spouses stated that they had no-one . who gave them 
help. The majority (57%) had only one source of help, indicating the 
heavy demands often made -by these subjects on their children. 
Children were again the most frequently named group who acted as 
communicants to the subjects. A large minority of spouses named only 
one person as a crnmnltnicant, and 25% indicated that they had no 
communicant available. There was a significant difference bettveen the 
.:·.:· 
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groups in naming ·the patient as a communicant. When aphasia l.Jas p1•esent; 
I 
1 . ... · 
the patient was nai1led in only 8% of' cases; when_ aphasia was not 
present, the patient ｾ｡ｳ＠ named in 42% of' case·s • Cormnunication vJi thin 
the marriage ｾＮＮｲ｡ｳ＠ markedly reduced in all subjects, as was borne out 
on the social · adjustment scale. 
Difficulties o.f social ｡､ｪｵｾｴｭ･ｮｴ＠ were reported primarily within 
two areas, namely social/leisure- and marital.. HovTe1rer, mean scores. for 
three other areas (viork, extended ｦＧ｡ｭｩｾｹ＠ and pare.ntal) were also at the 
lot-rer end of the normal range o There appeared to be no problems in the 
economic area. 
In the social/leisure ratings, the maladjusted.scores were based 
on diminished contacts, diminished social interactions and impaired 
leisure activities. In addition, Group B mean scores fell r_.rithin the 
maladjus·t.ed range on ratings of loneliness. Groups A and B were both 
significantly .more lonely than Group c, and Group B was significantly 
more bored than Group C, Group A had significantly less social 
intel"a.c tions than Group C. 
In the .marital area, the .main problems were. reticence and 
domineering behaviour for Groups A and B, whilst Group A had additional 
problems of' friction. .All three groups reported a reduction of sexual 
intercourse, which had ceased altogether in 83% of' couples. In terms 
of inter-group differences, Group B was significantly more dominant 
than Group C, Groups A and B were significantly more reticent and 
experienced more friction than Group C. 
Group C appeared to be the least disturbed throughout the whole 
scale. 
' · _. ' . 
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2. Ana;!;)•sis_ of ｡ｳｳ･ｳｳｭ･ｾｌｅ･ｳｵＬｬｴｳ＠ -: ｾｰ｟Ｒｵｳ･ｳ＠ ｾｲｯｵｰ･､＠ ｡Ｎ｣ｾｯｲ､ｩｮｾ＠ tc: 
the ｬ｡ｴ･ｲ｡ｬｾｴｹ＠ of the patient 1s ｬ･ｳｩｯｾ＠
There were no significant inter-group differences in the 
following assessments:- E.P.I. 
i. ｏｶ･ｾｰｲｯｴ･｣ｴｩｯｧ＠
HDHQ . 
Attitude Questionnaire.(a.part from 
ｯｶ･ｲｰｾＢｯｴ･｣ｴｩｯｮＩ＠
GHQ . 
Wakefield Depression Inventory 
Help ru1d Communication Patterns 
(see Appendix 0 .for ｮｯｮｾｳｩｧｮｩｦｩ｣｡ｮｴ＠ results) 
Q.!._erprotec tion (later ali t_x_groupil!.[)_ Maxilnum Range 0-60 
Group .AJ. n == 7 
·Group Bl n == 22 
Group Cl n == ｾＭ
Group 02 n == 23 
Group .Al v Bl 
Group .Al v Cl 
G;r-oup .Al v 02 
Group Bl v 02 
Group Cl v 02 
Mean 
19 Ｎｊｊｾ＠
26.41 
16.50 I 22.22 I 
t :::: l .. h63 
t .522 
t .634 
t ＱＮＱＹｾＮ＠
t = 1.458 
ｒｾｮｧ･＠
7·-30 
7-53 
1-43 
3-48 
df == 27 n.s. 
df = 19 n.s. 
d.f = 28 n.s. 
df = 43 n.s. 
df == 35 n.s. 
Standard deviati on 
9.72 
J.l. 90 
11.45 
11.64 
Using this classification there are no significant ·· ｩｮｴ･ｲｾｧｲｯｵｰ＠
.. 
differences apart .from that .found between Group Bl and Cl ( t = 2 ＮｊｾＮＷＱ＠
d.f = 34 ｰｾＮｯＵＩＮ＠ By inspection of the group scores Group Bl (spouses 
of aphasics with right hemiplegia) holds a significantly greater 
attitude of .overprotection than Group. Cl (spouses of non-aphasic right 
hemiplegics). It is important to remember at this point that the non-
aphasic right hemiplegics are less physically disabled and dependent 
than the other ｰ｡ｴｩｾｮｴ＠ groups. 
There v.rere no significant inter-group di.f.ferences found in the 
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areas of work, . extended fam_ily, parentai and economic evaluations and 
the means were similar to those in t.he previous analysis (see Appendix 
N for non-significant -results). The following significant results 
were noted: 
Social and Leisure Global Ratings (laterality ｧｲｯｵｰｩｾｌ＠
Maximum Range 1 - 7 
Mean Range Standard deviation 
Group Al n = 7 4.00 2 - 6 1.73 
Group Bl n = 25 4.56 2 
- 7 1.64 
Group Cl n = 15 3.67 2 - 6 1.54 
Group C2 n = 24 3.00 1 6 1.59 
There is a·significant ､ｩｦｦ･ｲｾｮ｣･＠ between Group Bland C2 
(U = 145.5 z = 3.137 p/-.01). By inspection of the group scores 
Group Bl (spouses of aphasic ｾｩｧｨｴ＠ hemiplegics) has a significantly 
poorer adjustment in social and leisure activities than Group C2 
(spouses of non-aphasic left hemiplegics). 
Table 33b Marital Global Ratings Ｈｬ｡ｴ･ｲ｡ｬｩｴｾ｟ｧｲｯｵｰｩｮｧＩ＠
Maximum Range l - 7 
Mean Range Standard deviation 
Group Al n = ?.. 3.71 3 - 5 .95 
Group Bl n = 25 3.68 2 
-.6 1.28 
Group Cl n = 15 3.00 1 
- 4 .85 
Group C2 n = · 24 2.75 1 
- 5 1.15 
There is a significant difference in the following: 
Group Bl v C2 U =.174.5 
Group .U v C2, U = 128.5 
z = 2 .604 p .t.. .01 
z = -2.211 p ｾ＠ .05 
By inspection of the group scores, Group Bl (spouses of aphasic 
110. 
right hemiplegics) and Group .A1 (spouses of aphasics) have significantly 
\' 
poorer adjustment in the marital ratings than Group C2 (spouses of 
non-aphasic lef·t hemiplegics) • 
Overall Global ｒ｡ｴｩＮｾｳ｟Ｈｬ｡Ｎｴ･ｲ｡ｬｾｾｾｾｩｮｾ＠
Maximum ｲｾｧ･＠ 1-7 
--
Mean Range Standard deviation _____ ___; 
ｾＭＭＭＭＭﾷ＠ l-------·------
up .Al n = 7 3-57 2 - 5 1.27 Gro 
Gro 
Gro 
Gro 
ttp Bl n = 25 3.92 2 .- 6 1.29 
up Cl n =-= 15 3.20 2 
- 5 .94 
up 02 n = 2}..J. 2.83 1 
- 5 1.05 
There is a significru1t difference between .Groups Bl and 02 
(U = 159.5 z · ｾ＠ 2. 896 ｰｾ＠ .Ol). By inspection of the group scores, 
Group Bl (spouses of aphasic right hemiplegics) has a·significantly 
poorer adjustment in the overall ｲ｡ｴｾｮｧｳ＠ than Group C2 (spouses of 
non-aphasic left hemiplegics). 
In order to gain a further description of the areas in which the 
differences and maladjustment patterns lay, -the relevant individual 
sections were analysed question by question. 
Social and IJeisure Activities 
As in the previous classification, the mean scores that fell 
within the maladjusted range for all groups were: diminished contacts, 
diminished social interactions and impaired leisure activities. In 
addition Group Bl had a maladjusted mean score for loneliness. Using 
the ｍｭｭＭｗｨｩｾｮ･ｹ＠ test the following significant inter-group differences 
lvere noted: Group Bl was significantly more lonely than Group 02 
111 .. 
_(U = 178, z = 2.374 P..L .02); Group Bl was significantly more bored than 
Group C2 (U = 167, z = 2. 828 p 4 .01); Group Al had less social 
interactions than Groups 01 and 02 (.Al v Cl U 23.5, z = 2o025 pL:.05; 
Al v 02 U ｾ＠ 38; z = 2.272 p..c..Ol). 
. . ' 
·' 
Marital relationships 
.Again, no difference was produced by reclassification. .AJ..l 
groups had maladjusted scores for sexual intercourse, and GJ:•oup Al .and 
Bl in addition had problems of reticence and domineering behaviom"'. 
Using the ｍ｡ｮｮＭｴｾｩｴｮ･ｹ＠ test the following significant differences were 
noted: Groups .Al and Bl were more reticent than Group 02 (.Al v 02 
u = 39, z = 2.195, ｰＮｾ＠ .o5, Bl v o2 · u = ＱＱＮｾＳ＠ z :.:: 3.-211 p ｾ＠ .ol); 
Group Bl experienced more friction than Groups 01 and 02 (Bl v 01 
u = i12, z = 2.253 ｰｾＮｯＵＬ＠ Bl v 02 u = 198, z 2 .153 p 4.. .05); 
Group Bl was more dominant ｴｨｾ＠ Grc:mps 01 and 02 (Bl v · 01 U = ＱＱｾｾ＠ ｾＵＬ＠
z = 2 .078 p .t- .05, Bl v 02 U 203.5, z = 1.977 p ｾ＠ .05). 
ｓｵｭｭｾＡｙＭ of spouse assessments as related to laterality ｾｦｾｾ＠
Using this classification, the resul'lis are similar to the 
previous analysis. An additional finding in this analysis is that 
Group Bl (spouses of. aphasic right hemipleg:i,cs) are significantly more 
overprotective than Group 01 (spouses of non-aphasic right hemiplegics). 
Non-aphasic right hemiplegics were also found to be the least disabled 
and dependent group. 
In terms of social adjustment in the overall rating Group Bl 
... 
(spouses of aphasic right hemiplegics) was significantly more 
maladjusted than Group 02 (spouses o:f non-aphasic left hemiplegics). 
I 
This pattern was fo1U1d again in the social and leisure activities ｲｯｬ･ｾ＠
In the marital role both Groups Aland Bl were significantly more 
maladjusted than Group 02. 
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3. Variables other than aphasia that might correl.ate with ｉ＿｟ｾ＠
｡､ｪｵｳｴｾｾｨ･＠ ｳｰｯｾｳ･＠
For.·the purpose o.f correlating adjustment of the spouse with 
specific variables, the Social Adjustment Scale (overall rating) was 
used as the criterion o.f adjustment.. 'l1his was the most ｣ｯｭｰｲｾｨ･ｮｳｩｶ･＠
measure o.f adjustment available since it was based on a two-·hour 
interviellf and supplemented by additional information. 
Using the classification of laterality of lesion, there were 
113. 
significant inter-group ､ｩｦｦ･ｲ･ｾ｣･ｳ＠ in the degree of dependency and 
intellectual impairment o.f the patient. Either o.f these varj_ables might 
be expected to in.fluence the adjustment o.f the spouse. In order to 
investigate this possibility, each o.f the measures of disability was 
correlated with the SAS overall rating. 
Rankin Scale and A.D.L. Index 
Spouse adjustment was not significantly related to either severity 
o.f ｨｾｭｩｰｬ･ｧｩ｡＠ (r = 0.225) or patient's dependency (r = 0.134). 
There was no significant correlation found between the overall 
ｳ･ｶ･ｲｩｴｾ＠ of the patient's aphasic impairment and adjustment of the 
spouse (r = -0.161). In addition, adjustment was not significantly 
related to each of the modalj.ties - verbal (r = -0. 235), gestural . 
(r ｾ＠ -.083), or graphic (r = -.042). 
Raven 1s ｐｲｯｾｳｩｶ･＠ Matrices 
There is a significant correlation between intellectual 
capacity in the patient and poor adjustment in the spouse (r = 0.237 
P <... .05). As has been stated be.fore, the general intelligence of the 
_: :·: Ｍﾷｾ＠ Ｚｾﾷ ﾷ＠ .. 
ﾷｾ＠ .. ｾ Ｇ ＮＮ＠ . 
, · 
patient -as measured by the matrices will be differentially affected 
by the various patterns of organic impairment. Hoviever, it can be 
simply stated that the greater the impairment of general intelligence 
in the patient, the greater will be the diffic0:t.ies presented to the 
spouse. 
1:1.4. 
Although ther·e were no significant differences between the groups 
on E"P.I. measures of personality, it was of· ｩｾｴ･ｲ･ｳｴ＠ to .investigate 
whether the personality of the spouse had any significant effects on the 
adjus·bment made to disability. Predictably the N scale was correlated 
with social adjustment (r == 0.305, p L:.. .01). If the E.P.·I. could be 
regarded as measuring basic characteristics (as the authors intended) 
this vmuld mean that the more unstable personality is least suited to 
coping with tJ;le problems of' adjustment to disability. However, one 
cannot discount the possibility that the stress of living ·with a 
disabled spouse was itself' responsible .for raising.some of theN scores. 
E scores were unrelated to social adjustment (r = ＭｏＮｊｬｾＷ＠ n .. s.) .. 
iii. Sex of the spouses 
Again, although there were no significant differences between 
the groups, it was of ｩｮｴ･ｲ･ｳｾ＠ to evaluate the response of the sexes. 
There is in i'act no evidence of any significant difference bet1.veen men 
and women in their ability to cope with a disabled spouse ( U = 678, 
z = -0.197 ｾＺｳＮＩ＠
iv. Occupation 
In order to .evaluate whether working outside the home haq a 
protec·t.ive effect in terms of adjustment ox· whether the pressures of 
work and coping with the patient ·at home were more deleterious, the 
··-,, . 
<;. >. :' ｾﾷ＾Ｇ＠ ;. :.:: <;: Ｚ ｾ ［ ｙ Ｌ ＺＧｾ＿ＺＺ［ Ｌｾ＠ Ｎ ＺﾷＺＧｾ Ｎ ｾﾷ ［ＺＺＧＧ＠ ., Ｍｾｾ＠
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spouses vrere classified as below: 
Retired 
---.. ＭｾＭ
18 
Housewife/Unemployec;! 
36 
ｴＡＮﾣＱ［ＮＡ･Ｎｾ＠ .. ｾｬｴｳｩ､･＠ ｾｾ＠
25 
When the retired spouses -vrere excluded there was no significant 
difference in adjustment according to whether the spouse was at home 
or in outside employment.. (U = L.52a5, z == ··0.037 n.s.). 
Brown et al (1975) have emphasized the importance of lack of an 
intimate relationship in vulnerability to depressive disorders. In 
this study it has already been noted that spouses of aphasics r'arely 
attempted to discuss their problems with the patient. ｾｩｨ･ｮ＠ cormnunicatj.6n 
was directly correlated with the ｳｰｾｵｳ･＠ 's social adjustm.en.t, ·the result 
was highly significant (U == 339, z. = 3 .091, p ..c. ｾ＠ 01) • Thi.s reinforces the 
conclusion that loss o.f an ｩｮ ｾ ｴｪｊｮ｡ｴ･＠ relationship results in poor 
adjustment. However, in order to clari.fy whether absence of oummun:Lcation 
was associated with the presence of aphasia, the following classification 
was made: 
I Spouses who talk to the patient (aphasic and non-aphasic) 
II Spouses of patients with aphasia (with or without 
hemiplegia) who do not talk to the patient 
III Spouses . of hemiplegics (non-aphasics) who do not talk to 
the patient 
The following results were obtained on the M-ann-1-fuitney test: 
Group· I v II U = 533.5, z = -3. 78h p .<. .001 
Group I v III U = 325.5, z = -l.J-t.58, n.s e 
Group IIv III U = 2.r55, z = 2.545, p < .. 05 
These results· can be interpreted .as indicating that enforced loss 
off conununication in the marital relationship results in poor adjustment._1 
whereas lack of' cornmUJ."'lication in itself does not correlate with poor 
adjus·bment .. 
l 
l 
l 
J 
. . 
. . 
ﾷ ｾﾷ＠
Similarly in the question about reticence in the mar·ital ｳ･｡ｬｾ＠
o.f the S .A .S. ("Have you been able to talk abop.t your .feelings and 
problems with your husband/wife these last two nlOnths?"), Groups A and 
B have significantly pool"er communication with the patient than Group 
C. It has already been noted ｴｨ｡ｴｾ＠ Groups A and B have a significantly 
poorer marital adjustment than Group C. 
Table 3h Reticence ｒ｡ｴｩｮｧｾ＠ on the S • .A.S. 
-
Group 
Group 
Group 
An = 8 
B n = 28 
C n = 43 
Group A v B 
Group A v C 
Group ·B v C 
vi. Social Class 
Meru1 Range 
3-75 1 - 5 
3.36 1 ·- 5 
2.26 1 - 5 
. 
·.944 n.s. u = 88 z ::: 
u = 79 z 2.414 p< o02 
z = 3-275 . u = 330 
· Maxinmm ｒ｡ｮｧｾ＠ ｬＭｾ＠ 5 
Stand 
" 
ard deviation 
1.39 
1.19 
ＱｾＳＸ＠
The _groups were comparable in terms of social class but it 
could be argued that the social class of the spouse would determine 
the response made to disability, since .family support systems and 
marital relationships are closely linked with social class. However, 
no relationship was found between social class and either overall 
adjus·tment of the spouse (r = -0 .103), social/leisure ratings 
(r = 0.121), or marital ratings (r = -0.179). 
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J-l .• Miscellaneous data 
i. ｾｯｵｳｾｾ･｡ｬｴｨ＠ PEoblems 
Spouses were asked if they had had to ｶｾｳｩ＠ t a doctor abol.rt a 
health problem since the stroke. ! 
Table 35 §pauses' ｨ･ｾｯ｢ｬ･ｭｳ＠
-----
. 
No health problems Health problems 
Group A n = 8 3 5 
Group B n = 28 14 14 
Group C n = 43 20 23 
Total n = 79 37 42 
47% of the spouses had to ｶｩｾｩｴ＠ a doctor since the stroke. 
However, there were no significant inter-group differences • 
Group A v B p = 
Group A v C p 
Group B v C x2 = 
• 828 n.s. 
.941 n.s. 
.001 df = 1 n.s. 
78% of spouses with a health problem reported receiving, or 
.. 
-
havli1g received, medication for nervous disorders (e.g. tranquillizers, 
sleeping pills). Many o.f the other disorders listed can be regarded as 
lying within the psychosomatic or stress-induced categories (ulcer, 
low back pain, asthma and certain menopausal symptoms). 
ii. Stroke groups 
"Stroke group" is de.fined as any group outside normal therapy 
visits whether run by professional o:r amateur staff. Ｉｾ｣ｴｩｶｩｴｩ･ｳ＠ usually 
include therapy, discussion and ｳｯ｣ｩ｡ｬＮ｡｣ｴｩｶｩｴｩ･ｳｾ＠
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ｾ ﾷ Ｚ ﾷ＠ .. Ｍ ﾷ ﾷｾＭ ｾ Ｍｾｾ Ｍ ﾷＭＺＭ ＭＭ ﾷＭｾ ﾷﾷ ＭＭﾷ＠ ··- ... ---·· 
1 ｾ＠ Yes ? NQ __ 
--
t-·---
Have you ever attended a stroke group? n=79 8% 92% 
If yes, did you find it useful? n=6 100% 
If no, would you have found it useful? n=73 ｌｬｾＥ＠ 8% 48% 
·-... ＭＭＭＭＭＭＭ ｾ＠
.Although little weight can be given to the replies of only si_;c 
subjects, the reasons that the attenders gave for a group's usefulness 
were: 
l. Prevents isolation, boredom 
2.. Gives the spouse a brealc from care of' the patient 
TI?-e reasons given by non-attenders for thinking that ·t.hey might 
have benefited from a group we.re: 
were: 
l. Spouse would have liked to have seen the ｴｲ･｡ｴｭ･ｮｾ＠ the 
patient was receiving. 
2. Spouse and patient feel a need to talk to others in a 
similar situation for advice and exchange of ｾ､･｡ｳＮ＠
3. · Spouse and patient would have liked a fuller explanation 
of what a stroke means. 
4. For companionship, to prevent isolation. 
5. To give the spouse a breako 
.. 
rhe reasons given by non-attenders for groups not being useful 
1. Depressing to see others in a similar situation. 
2. Not a good idea ｴｾ＠ talk about the stroke. 
3 o Patient is not a good mixer, or very nervous about goi.ng--..out. 
4. Therapy is good enough - only want physical activity .. 
5. Family provides enough support. 
J..18o 
6. Patient has severe aphasic problems, especially comprehension. 
7. Full of old people. 
ＺＮＱ｟ＮＮＺＮ｟ﾷｾｾ＠ .• ' ' 
j. 
!' •. -_._.. ｾ＠ .• 
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-: ' - . . • . .. • .,. ｾ＠ :? Ｍ ｾ＠
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8 • No time • 
9. Patient too aggressive or inoontinent-o 
As can be seen from Table 36, of those who had not attended a 
stroke group, the replies were almost ･ｱｵ｡ｾｬｹ＠ distributed betvJeen 
negative and positive reactions. 
Overall summary of results 
l. What significant differences are there when aphasia is present? 
Spouses of aphasic hemiplegics are rated as having a poorer 
overall adjustment than spouses of non-aphasic hemiplegics. They also 
have a poorer adjustment in ratings of their social role, and parental 
role in relationship to dependent children. 
In the marital area, spouses o:f aphasics with and without 
hemiplegia are more maladjusted than spouses of non-aphasic hemiplegics. 
AphasiQ, there:fore, appears to be particularly disruptive of the 
_marriage relationship. 
There is a significantly greater prevalence of minor psychiatric 
disorder in female spouses of aphasic hemiplegics than in female spouses 
of hemiplegics without aphasia. In the male spouses there was no . 
signi.ficant di:fference. 
2. ｾ･ｳ＠ the laterality ｯＺｦｾｨ･＠ lesion present special problems 
that compound the effects of-aphasia? 
Spouses of aphasic right hemiplegics were most inclined to be 
overprotective. They were also classi.fied as the most maladjusted gro11p 
overail and specifically in the social and leisure ratings. 
Again, in the marital areas spouses o.f aphasics, with or 't-li thout 
hemiplegia, emerged as the most maladjusted groups. 
·,! 
t 
1 
·j 
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A-lthough non-aphasic hemiplegics were the least disabled 
physically and mentally, it was the ｳｰｯｾｳ･ｳ＠ of non-aphasic left 
hewiplegics who presented the best overall adjustment and least social 
isolation and marital stress. 'VJhy did the spouses of non-aphasic right 
hemiplegics present a different adjustment.pattern to the spouses of 
the left hem1plegics? It is suggested that the laterality of the 
lesion may be an important factor in the effects on domestic life 
independently ?f the contribution of aphasia. 
3. Possible f'urther explanations o.f ｰｾｷｲ＠ ｡､ｪｵｳｴｭ･ｾｴ＠ of ｳＺ･ｾ＠
Measures of extent of dependency and severity of aphasia did not 
correlate with adjustment of spouses. However, level of general 
. 
intelligence of the patient did correlate with poor adjustment of the 
spouse. 
l20o 
It was found that the more unstable the personality· of the spouse 
. (as measured by the N scale of the E • P. I. ) , the poorer the ｡ｾｪｵｳｴｭ･ｮｴ＠ . to 
·coping with disability. Nevertheless, it is noted that the stress of 
living with a disabled spouse might itself have been responsible for 
raising some of the N scores. 
Neither sex of spouse nor comrnitmen·t to outside work had any 
obvious bearing on adjustment, which was equally unaffected by social 
class. 
Enforced loss of communication due to aphasia was correlated with 
poor ｡､ｪｵｳｴｾ･ｮｴ＠ but there was no such correlation when the absence of 
communication was due .to. other causes. 
:'- .. ｾ＠ .. , .. ｾ＠ . 
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h" Miscellaneous data 
The health of the spouse was evidently fl,t risk and use of 
medication for nerv·ous disorders ｾＭｊ｡ｳ＠ frequently reported. 
Stroke groups are at present on an experimental level. Only 
. 
8% of the spouses had attended one, and reactions of spouses were 
divided as to their ｶ｡ｊ ｾ ｵ･＠ and acceptability 0 
., 
iX DISCUSSION 
The main ·theme of "t'he sttitly has been the readjustment problems 
of the spouse · of the aphasic stroke patient. Previous research and 
clinical observation has given attention to the problems of stroke 
disability, leaving largely Unexplored the particular problems 
associated with aphasic impairment within the stroke disability 
syndrome. The fin4ings of the study suggest that aphasia produced 
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far reaching and disturbing problems for the spouse to cope with. As 
might be expecte-d, spouses coping with a disabled patien-li are 
｣ｾｮｳｩ､･ｲ｡｢ｬｹ＠ impaired in their daily lives and relationships, and this 
was .particularly noticeable for the spouses of patients with aphasia. 
The social i.I_npairment of the spouses of all stroke pq.tients reaches 
into each facet of their lives but the impairments are most marked in 
social/leisure activities and marital. relationships: spouses of 
patients with aphasia uro aeuin impaired to a greater extent in both 
these areas. Impairments are less marked in the areas. of work, extended 
family and parental relationships. Before further analyzing these 
individual findings of the study, the overall implications of language 
breakdown will be mentioned in relation to the two areas of marked 
impairment: ·marital relationships and social activities. 
Language as a form of inter-personal behaviour, or means of 
co.mniunication in a social situatiop has especial importance in the 
marital dyad. Commnnication. within marriage is not merely concerned 
with lar1guage, but includes o·t.her channels available for corrununication 
visual and vocal, as well as the situational context. In q.ddition, the 
interaction taking place will reflect the cultural and social 
characteristics of the subjects. For these reasons, it is difficult to 
generalise about patterns of communication .found within 'normal' 
., 
marriages, and although the emphasis within ｣ｯｾｴ･ｭｰｯｲ｡ｲｹ＠ marriages 
is one of ｣ｯｭｰ｡ｮｾｯｮｳｨｩｰ＠ · A.nd·,..s'hared interests, there is evidence to 
suggest that problems o.f cormnunication are still common (Komarovsky 
_1967, Klein 1965). Nevertheless, the intimacy of the relationship has 
been noted to improve when the children ｾ･｡ｶ･＠ the home ·and the former 
companionship of the early, pre-parental years of marriage can be · 
resumed. 
Although the degree of satisfactory ｣ｯｲｭｮｵｮｩ｣｡ｴｾｯｮ＠ in 'normal 7 or 
'happy' marriages is debatable, the association between poor 
cornill:unication in marriage and •un.happy' marriages is more consistent 
(Burgess and Wall,is, 1953). Aphasia presents a profound block to 
communication, not only in the verbal modality, but also in the 
gestural and graphic modalities and it is argued.that aphasia -is 
causally related to severe marital stress and impairment. Comprehensive 
loss of cormnunication in the ｭｾｲｲｩ｡ｧ･ｳ＠ of the aphasic patient has 
especial relevance since a stroke commonly occurs at the stage of 
marriage when the emphasis o.f the relationship has returned to one of 
companionship. 
In a comparative study of male neurotics and their wives, and 
control couples, Collins, Kreitman .et al (1971) emphasized the quite 
differ·ent patterns of dependence/independence and decision making found 
amongst patient couples. With the loss, or marked reduction, of 
communication within the aphasic marriage, there will be_ an associated 
loss o.f co-operative decision making: aphasic marriages will present 
similar pat·berns of decision making as found :in marriages of neuroticB .. 
Social isolation as a consequence of lacking ·a network of 
invoivement with peers of some sor't, be they fellow workers, neighbours, 
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family' 0!' ｦｲｾｯｮ､ｳＬ＠ is a frequent concomitant or stroke disability and 
affects both . the . pat;ierit. Ｍ ｾＹＭ ﾷ Ｎ ｨｩｳ Ｚｾ｟ ｦ｡ｭｩｬｹＮ＠ Studies relating social· 
isolation and morbidi.ty. to psychiatric illness in a general practice 
population· (Miller and Ingham, 1976) indicate the vulnerability of 
spouses of stroke patients to the develop1;1ent of psychiatric 'illness. 
The social isolation of spouses of patients with aphasia is compounded 
by emotional isolation :r'esulting from the loss o.f .an intimate 
relationship with the spouse. Each state of isolation will give rise 
to a syndrome of loneliness, which necessarily is more severe and 
pervasive in spouses of patients ｾｩｴｨ＠ aphasia. 
The individual findings of the study will now be discussed in 
· terrr.s of the problems related· to marital relationships, isolation, and 
psychiatric health. 
i. Marital T·olatim113ld.ps (includ:lne · a·Gtitutlos within tho ｭ｡ｲｲｩ｡ｴｾ＠
12nron-Lo.l ｲ｣ｬ｡ Ｍ ｾｩｯｮｳｨｩｰｳ＠ and tho effect o.i' altered . behaviour o.r 
the patient). 
The importance oJ the marriage as a focus for the consequences 
of stroke -disability has already been mentioned (Litman, 1964), but . 
there is scant information on the specific characteristics of -mar-ital 
relationships of stroke patients, especially aphasics. 
This study confirms initial clinical observations that the 
marriae;es where aphasia is part of tho stroke dioability show marke<l 
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impa:i.rmo:nli and, mo:co Ｚｩ Ｎ ｮＮｮｯｶ ﾷ ｴｬＮｬｾＺｩｶ｣ｬｹＬ＠ ｴｬｷ Ｚ ｾ＠ the on marrJngcw uro uignif:l.enn Lly 
more impaired than marriages where aphasia is not part of the disability. 
Interestingly, aphasia does not present different ｰｲｯ｢ｾ･ｭ＠ areas within 
the marriage: imvaired areas are similar for all disturbed marriages of 
stroke patients, but the aphasic marriages present these problems more 
__ .:_____ __ ｾＭＭＭＭＭＧＭＭＭ ＭＭＭ Ｍ ··-- ·-' -· . -·-- ... . 
acutely. 
The corrrmon impairments within the marriage fell into three broad 
areas: problems with interperl?onal communication, sexual relations and 
loss of partnership within the marriage • · 
Poor communication withilJ. the marriage was particularly noted 
amongst the spouses of patients with aphasia: only 8% of these· spouses 
indicated that they talked problems over with the patient. More 
surprisingly problems of colmnunicatiQn were not confined to the spouses 
of · aphasics: fewer .than half of tl'le spouses of non-aphasic patients 
indicated that they used the. patient as a communicant. This paucity of 
·communication within the non-aphasic marriages needs replication on .a 
larger scale but there were indications within the narrative data of 
the interviews that the reduced communication was related to the stroke 
crisis and does not represent a habitual pattern. Spouses of non-
aphasics tended to communicate lesp readily as a result of an over-
protective attitude - they did not want to burden the patient with 
day-to-day cares. 
Mrs. R;, aged 53, .had a teenage son and hemiplegic husband. 
Her son had recently been frequently trtianting from: school 
and receiving poor reports on his work. Mrs. R had begun 
discussing the problem with the school and refrained from 
telling her ｨｵｳ｢｡ｮ､ｾ＠ "he has enough to think about now". 
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This same attitude was also frequently present in the spouses of· 
aphasic patients but the enforced barrier of aphasia to communication 
produced acute problems: enforced loss o.f communication within the 
marriage correlated with poor overall adjustment, whereas the voluntary 
withdrawal of co1mnunication did not correlate with poor adjustment. 
Comments from spouses of patients with aphasia indicated the acute sense 
. ,
of loss - in some cases the inability to taD<: over the mundane events 
of the day, or in ｯｴｨｾｲ＠ ｃｅｾＮｳｾｳ ＺﾷＮＺ ｴｨ･＠ . loss of discussion on more abstract 
topics, or as one subject ｣ｯｾｮｭ･ｮｴ･､＠ "the loss of a speech partner". 
Mr. G., aged 53, used to rely on his wife to take business 
telephone messages for him during the day at home. Her 
aphasic impairment is such that although she can answer the. 
telephone, she frequently muddles the message to be taken, 
resUlting in confusion and irritation for all • 
Mrs. R, ｾｧ･､＠ 63, had a very close, companionable relationship 
with her husband prior to his stroke and subsequent aphasic 
disability. Since the stroke she no longer confides freely 
in him as he is easily frustrated with his speech impairment 
and frequently bursts into tears during attempts to converse. 
Mr. S, aged 67, and his aphasic wife have a son living in 
America. ｾｨ･ｹ＠ ｵｾ･､＠ to ·write and telephone regularly to each 
o'l;her. Mrs. S is now unable either to write a letter. or to 
speak on the telephone, thus virtually cutting her off from 
personal communication with her son. 
Loss of 'connnunication in aphasic marriages meant a loss in all 
contexts but reduced c01nmunication in non-aphasic marriages simply 
meant a withdrawal from discussion of stressful topics. 
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There is sparse reference in the stroke literature to the spousers 
changed attitude and response to the sexual aspect of the marriage. In 
this study it was found that spouses of stroke patients were acutely 
impaired in their sexual relationships: spouses o.f patients wi·t.h aphasia 
did not present ｾｳｳ･ｮｴｩ｡ｬｬｹ＠ different problems. Humphrey ·and Owen (1967) 
noted in a study .of 18 married hemiplegic women that only 3 continued ·l:.o 
have sexual relations after the stroke. Similar results were found 
·within the present group: only 17% of the spouses continued sextial 
intercourse and then usually at a diminished frequency. Although the 
majority of subjE;:)cts. had. J.:"et;tcfiecCmiddle age, sexual relationships 
are still normally a significant aspect of the middle years of marriage, 
and cessation of sexual interest and activity ·has not been noted in the 
literature as a significant occurrence until after 75 years of age 
( Newma!l, 1960) . 
Side e.ffects of drugs taken for hypertension (e.g. loss of 
potency, de.creased libido) contributed to some or' the problems, but in 
many of the relationships the problems were more complex. In the cases 
where intercourse had ceased altogether there appeared to be various 
reasons for this. · In some cases the physical appearance of the patient. 
tended to disrupt the relationship - the spouse felt a physical 
revulsion. Anxiety was another reason for cessation of intercourse. 
Spouses were . frequently worried about· promoting another stroke and very 
few had received any counselling in this aspect, being reluctant to 
approach their G.P. for advice. Lack of counselling was unusually 
highlighted in one particular case where a 27 year old wife would have 
liked another child ht,lt was a·fraid that her husband's brain damage 
might be transmitted. 
Another ｲ･｡ｳｯｾＱ＠ for the discontinued relationship was often linked 
with the perception of the patient as a child. Parsons and Fox (1952) 
have documented the analogy between illness and child-like status, with 
the ·child and sick person viewed as similar in that they are both 
dependent, needing and expecting to be taken care of. The attitudes 
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of ｰ･ｲ｣･ｾｶｩｮｧ＠ the patient as a child was found commonly amongst female 
spouses, who frequently responded by adopting an over-protective maternal 
role. The former_ ·equality and intimacy of the marital relationship 1-rere 
lost, and continuance of sexual relations became distasteful. 
., 
Los·s of partnership within the marriage was noted significantly 
more frequently amongst the -.. spouses of ｰ｡ｴｾ･ｮｴＮｳ＠ with aphasia in the· 
. ·-......... .. -· ｾ＠ . 
context of decision making. Many of the spouses of non-aphasic stroke 
patients indicated that they had taken ove·r some of the tasks that 
the patients-used to perform, ｢ｵｴｾ＠ the case of the aphasics the 
spouses also had to initiate and act on most of the decisions. 
Mrs. G, aged 34, is now unable to hold .a conversation with 
her aphasic husband. He has difficulty in expressing ideas 
and suggestions outside of the ｾ｡ｩｬｹ＠ routine (e.g. taking 
their children to the zoo after Sunday lunch) and Mrs. G. 
finds that she has to take -all the initiative in decisions 
of this kind. 
Spouses of patients with aphasia also experienced significantly 
more friction within .the marriage than spouses of non-aphasics. This 
frequently arose out of the misunderstandings ｾ､＠ ｴ･ｮｳｩｯｾｳ＠ created by 
the difficulty of communication. A further explanation ｬｩ｣ｾｳ＠ in the 
fact that spouses of patients with aphasia were significe.rrtly more 
socially isoiated than spouses of non-aphasics, thus creating a greater 
emotional pressure on the family. 
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Overprotection was a characteristic of all_ spouses and Bl% -agreed 
with statements indicative o.f avoiding situations that might be stress-
ful to the patient. Worry and ｡ｮｸｩｾｴｹ＠ over the patient's condition 
frequently led to an attitude of wanting t9 prevent the patient from 
actively taking part in any dny to dn.y- activity. In ｭｯｾｲｴ＠ cnnos th:l.s 
was particularly unfortunate as it negated the cl'foctiveness of 
rehabilitation. Spouses tended -to be overprotective in a psychological 
sense (hovering, restricting, ｩｮｨｩ｢ｩｴｩｾｧ＠ independence) rather than ｳｪｾｰｬｹ＠
displaying protective attitudes appropriate to the realities of the 
situation. 
., 
UIU'ealistj_c responses.to the limited recovery of the patient 
were another characteristic.af· tfie whole group. This aspect compounds 
that of overprotectio:p., and in many cases it appeared to be the only 
way in which an anxious spouse could avoid being overwhelmed by the 
situation - the spouse built a defense structure around herself. 
The attitude of overprotection amongst the spouses appeared to 
be a response of support and care rather than an attitude associated 
with guilt, as suggested by previous authors (Buck 1968, Mykyta et al 
1976) .- Ratings for guilt were low on both social adjustment and 
attitude scales, and this concurred with impressions gained during the 
interviews: guilt ·Was not a vrominent characteristic of the ｓｰｏｕｓｅＺｾｓＮ＠
However, when guilt was expressed it was usually associated ·with the 
circwnstances surrounding the onset of the stroke, for which they .fel·t 
responsible. 
Mrs. s' aged 5o, has a husband with a moderate hemiplegia. 
Before his stroke he bad just changed his job for one with 
more responsibility ·and the family had moved home. Mrs. S 
expressed feelings of guilt that she did not support and 
assist her ｨｾｾ｢｡ｮ､＠ sufficiently through that period. At the 
ｴｾｮ･＠ she was preoccupied with her mother who was experiencing 
an ep_isode of ·severe · depression·. 
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Few spouses in our sample of 79 showed rejection of the patient -
most spouses responded to the patient with anxiety and concern, as 
already mentioned, so that although marriages were impaired and under 
tension, in most cases they.were not approaching dissolution or 
separation. This level of sustained marriage, even under extreme 
pressure, had been partially anticipated by consideration of the life 
stage of these couples (Dominian 1972). It would appear that marriagca 
of aphasic patients, or indee9. of all str0Ice patients, although 
under extreme st.ress . are· ｵｲｩｩＺｌｫ･ｩｾ＠ ·to break 'down. 
ｾｩｮ｡ｬｬｹＬ＠ mention must be 1llade of the importance of the pre-
morbid marital adjustment when considering the spouse ' .s subsequent 
adjustment. ｾｳｳ･ｳｳｭ･ｮｴｳ＠ o:E' premol·bid marital adjustment were not 
made in this study due to the doubtful reliance that could be placed 
. on the spouse's self-l:'eport. Hmvever, it is conceded that premorbicl 
adjustment will have a bearing on the subsequent response. Weissman 
and · Paykel ＨＱＹＷＱ｟ｾＩ＠ i'ound that in a study of depressed women, among 
those with a chronically poor marriage prior to the illnes.s, the 
marriage became an area for. the depressiv.e symptoms. But, there is no 
reason . to believe that the groups would have differed in their patterns-
of' marriage before the stroke, so that differences found in the 
marriage after the stroke could be attr.ibuted to the disability 
constellation. 
In terms of the family life cycle, the stroke patient and spouse 
had usually passed the stage of child rearing. However, the impac.t of 
disability on family relationships is s·o disturbing that it was of 
interest to note the reactions when the spouse was still involved in 
the parental role. 
There were oply. 22% of subjects with dependant children living 
in i;.he purentnl homo. In ｾ･ｮ･ｲｮＮｬＬ＠ the relut:i.onshipG were relatively 
hurmoidouu LuL ·Lho upou.GoG o [' pu'LlurrLu wJ.th uphaulu 1nd1catou 
significantly more disruptions and problems than spouses of non-aphasie 
patients. The problems noted for all spouses could be divided into 
several categories. Firstly, the spouse's heightened anxiety resulting 
from the patient's condition frequently resulted in increased 
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:Lrritaldl:i.Ly with -Lho children. Secondly, t.ho spouse was o.f.'ton only 
moderately involved in the----C.liildren's lives as a result of the extra 
burden of coping with a disabled patient. 
Mr. K, . aged 34, has a 6 year old daughter and a hemiplegic 
wife. He finds that most of his spare time is now 
taken up with looking q.fter his wife and running the house. 
·He has little time for involvement with his daughter and she 
has now taken to .playing in other children's homes most 
evenings and often stays with them overnight • 
Added to those problems are the difficulties arisin.g from the 
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patient's changed behaviour. The patients were frequently characterised 
as more aggressive and ｩｲｲｩｴｾ｢ｬ･＠ and liable to vent their moods and 
frustrations on :the children. This pattern of behaviour was particularly 
noted amongst the aphasic patients and this will be further.discussed in 
·lJhe next section. The spouse found it difficult to cope. with the 
reactive behavioural problems of the children. 
Mrs .• C, aged 40, has· an 8 year old daughter attending child 
guidance clinic. Her husband -has a severe aphasia and 
hemiplegia, and has frequent outbursts of anger towards the 
child. The child now refuses to be le·ft on her own with her 
father and has ·withdrawn from a previously clo.se rolationshlp 
with her mother. She is frequently asking to be ｳｾｮｴ＠ to 
boarding school. 
The spouse in many cases had to assume· both parental roles in 
dealing with the children and this was particularly apparent when the 
patient was aphasic. Aphasia presented a severe barrier to relationships 
between the patient and child and the spouse was frequently concerned to 
try and -sort out .the problems. Cases where the spouse reported that tho 
crisis· had brought the whole fainily closer together, were much less common. 
_., 
The issue of the altered behaviour of the patient is important 
since . it was commonly ｲ･ｰｯｾｴ･ｱＮ＠ b_y the spou?es to be a problem • 
. :·
Anxiety and depression are common reactions of the patient to stroke 
disability (Bardach 1973, Diller 1973), and it is easy to understand 
the particular vulnerability of the aphasic patient. For many 
aphasics the feeling of being locked in, of knb't-ring what one ｷ｡ｮｴｾ＠ to 
say but being unable to say it, can produce a severe sense of 
frustration. .Anger is a signific_ant component o.f the fru,stration 
suffered by the aphasic; because of the language limitations there is 
a greater· than usual difficulty in expressing this anger. In this 
study, aggression ､ｩｾ･｣ｴ･､＠ against the spouse or children was frequently 
mentioned during the interview as a problem in family relationships. 
Aggression took the. form of verbal or even physical hostility, and 
these frequent outbursts o.f anger were particularly difficult for the 
spouse :to cope with. 
In many patients the frustration combined with the sense of 
helplessness and ､･ｰ･ｮ､ｾｮ｣ｹ＠ to produce. a severe depressive state. 
Depression is particularly likely for the aphasic patient who is forced 
into a .considerable change of ｬｾｦ･＠ style; this is often associated with 
an apathy towards participating in day-to..,.day activities, and the 
spouse of the aphasic finds it difficult to suggest anything that will 
involve the patient actively. A combination of frustration and anger 
suddenly building up to an excessive degree in the stroke patient, 
particularly the aphasic, will produce a catastropldc reaction in the 
.l'orm of Sl"lont.ing, .flushing, crying und rc.s ｾｬｭＺ［ｳｮ･ｂｯＮ＠ It is u typical 
response to impossil?le demands. 
Having considered the particular problems of altered behaviour 
faced by the spouse of an aphasic, it is interesting to consider whether 
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the laterality of the les:Lon presents additional problems. Goldste:in 
(1948) was one o! the first .. -to· ·describe 'catastrophic' reactions 
among patients ｾｩｴｨ＠ damage to the left hemisphere, while Denny-Brown, 
Meyer and .Horenstein (1952) noted the indifference reactions o.f ｳｵｾｪ･｣ｴｳ＠
affected by lesions of the minor hemisphere. If this is the case then 
it would be anticipated that .the interpersonal r.elationspips and 
adjustment of the spouse could be affected by the differential 
emotional behaviour of the patient • 
To explore this ques:tion the diagnosis o.t' damaged hemisphere 
was ascertained on the basis o.f limb involvement and speech involvement. 
By excluding all left handed and ambidextrous patients one could asswne 
that the left henrisphere. was the dominant hemisphere in all the study 
patients (Miller, 1972). When rating the spouses of these ｰ｡ｴｩｾｮｴｳ＠ it 
emerged that it was the spouses of the left hemiplegics (noll-aphasic) who 
presented significantly better overall adjustment and less social 
isolation and marital difficulties than spouses of aphasic right 
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hemiplegics. It is understandable· from reference to the ;previous sections 
that spouses of aphasic right hemiplegics should present the poorest 
adjustment, but why should spouses of left hemiplegics appear to be eoping 
best when it was the non-aphasic right hemiplegics who were found to be 
the least disabled intellectually and physically? 
Reference to the study of Gainotti ·(1972) helps to explain ｬＮ ｾ ｨ･ｳ･＠
findings. He observes that behaviour indicating a catastrophic retJc ·Lion 
or anxious-depressive mood are significantly more frequent among le.ft 
hemisphere-damaged patients; just· as anosognosia, indifference · reactions 
and tendency· to joke are more frequent among right hemisphere-damaged 
patients. This suggests that spouses might find the emotional ｲ･｡｣ｴｩｭｾ＠
ｾＭＭＭＭＭＭＭＭＭＭＭＭＭＭＭＭＭＭＭＭｾＭＭＭＭＭＭ ＭＭＭ
., 
I. 
of right ｨ･ｭｩｳｰｨ･ｲﾷ･Ｍ､｡ｭｾｧ･､＠ patients less stressful and disruptive 
. than the reactions ·of ｬ･ｦｴ ﾷﾷﾷﾷ ｨ･ｭｩｾｰｨ･ｲ･Ｍ､｡ｭ｡ｧ･､＠ patients. 
The meaning of the emotional reaction of right hemisphere 
damaged patients (or left ·hemiplegics) is difficult to interpret. 
Weinstein and Kahn (1955) reinvestigated the syndrome of anosognosia. 
and -pointed out that the condition is not as specific as previously 
believed. They argued that denial ｯｾ＠ paralysis is not a necessary 
consequence of damage to the right parietal lobe, nor is it the OlJly 
form that denial ot:" illness may take. However, more recently 
134. 
(Weinstein, Cole, Mitchell and Lyerly, 196h) Weinstein has acknmvleclged 
the predominance oi: anosognosia for the left side of ｴｨ･Ｎ｢ｯ､ｹｾ＠ The 
attitude of denial of illness is due, it seems, to an interaction 
between the personality and the lesion, and this effect is particularly 
common in right hemisphere damaged patients. However, previous workers 
have defined and interpreted such behaviour in a clinical setting mtd 
often under test conditions; whether it can account for differences in 
interpersonal relations and social adjustme_nt of the spouse is deba-bable. 
Further examination of the behaviour ｯｾ＠ the patient in the family and 
social context will be needed to understand these processes. 
., 
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ii. Isolation (including .work performance, social activites 2 
and support network) '· >· Ｎﾷ Ｎ｟ Ｎ Ｍｾ＠
Although the work role did not appear to be significantly impaired 
ln spQuses of all stroke patients, for further analysis of this ·aspect 
of the data the spouses _were divided into several categories. Within 
the group where patient and spouse fell within the retired brackets, the 
problems of disablement did not result in financial strain. Problems of · 
home management and the failing physical abilities of the spouse to cope 
with this burden were noted however. In this study the population was 
fortunate in having an adequate sbcial service department which could 
provide aid for the spouse in the home. 
If the stroke affected the couple at the pre-retirement stage of 
life and the patient was the breadwinner, then the patient would often 
accept early retirement. Adequate insurance schemes and pensions agaln 
meant that financial strain was not a severe problem at this stage and 
social service aid was available as for the previous group. 
When a .stroke affected a couple still with years of working 
life ahead then the problems were more severe. In the cases where the 
spouse was female the main problem was are of finance. Female spou:3e8 
frequently took up outside employment ' to ease the situation but these 
spouses, as well as those already employed, found coping. with a job 
and running a home and family singlehanded extremely stressful. 
Mrs. B, aged 45, has now converted her part-time secretarial 
job into a full-time occupation. Her husband has a moderate 
. ' 
I 
•,, 
hemiplegia and is back at work but in a less skilled· 
capacity. Mrs. B now relies on her two teenage children 
to undertake most · o-r :the · household tasks .but feels guilty 
about this and regrets that she no longer has time to take 
an active part in their activities and interests. 
Mrs. H, aged 52, is a teacher but finds that since her 
husband's stroke she cannot cope with the extras that her 
job demands (e.g. open days, school concerts). Her husband 
used to drive her to these in the evenings-but i? ｵｮ｡｢ｾ･＠ to 
do this now and is more dependent on her for company in 
the evening. 
In the case of the \forking -male spouses the problems are even more 
severe. Here again, ·the main problem was one of finance and in ·these 
cases the situation was not so well buffered by social sec;urity suppl.ements. 
These spouses frequently reported loss of work involvement and loss of 
work time to take the patient to therapy or clinics. 
Mr. A, aged 53, a post off.ice worker, has now taken to working 
nights so that he can be with his disabled wife during the day. 
rrhey have a 20 year old <laughter vlhO had been looking after 
the mother at night but now wishes to leave home. Mr. A. is 
worried that he will no longer be able to cope with a full-
time job and looking after his extremely disabled incontinent 
wife. 
Mr. P, aged 52, a self-employed plumber, finds it almost impossible 
to go to work and leave his wife since she has had many falls at 
home when left on her own. They have no children or close family 
to sit with her during the day so that Mr. P has now resorted to · 
taking her around in his car as he works. 
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So, although the work of Lhe spouse {regardless of whether 
the patient was aphasic) was. _p.o.t,-. -as severely impaired as other social 
. -:-... . : ｾ＠ . . 
roles, there were problems and these were particularly common. for the 
working male spouse. Undoubtedly, the good social services 1n the 
area considerably alleviated the burden of home care of ·the patient, 
allowing the spouse to earn a living or at least run the household 
_more competently. In areas where these services a+e unavailable or 
inadequate the work role of the ｳｰｾｵｳ･＠ woul'd be ｣ｯｮｳｩ､ｾｲ｡｢ｬ･＠ more 
., 
impaired. In addition to the aid of social services, adult children 
were a particularly valuable support and this aspect will be discussed 
later. Most spous.es · (housewives or workers) indicated that they vtere 
no longer able to _participate in social activities connected with 
their work (e.g. having a drink with workmates after work} since any 
spare tune was now at a premium. 
Spouses ·of all stroke patients were characterized by a pattern 
of limited outside involvement and activity and had few spare-time 
interests. When relationships with friends were maintained, they 
were not ｾｰ｡ｩｲ･､Ｚ＠ the spouses did not report friction, hypersensitivity 
or anger as significant themes. How far this pattern of social -vrith<lrawal 
departs from the normal pattern is difficult to assess since social 
activities vary with social class a?d age. However, the spouses being 
predominantly middleaged would not yet be expected to demonstrate the 
disengagement from life that is reported as a characteristic of oltl age. 
'.rhe interpretation of social activity as ·being diminished by the strol\e 
crinitl is ｾｵｰｰｯｲｴ･､＠ ·uy the unrru.tive du:tu. Boc iul · iHolat ion wan one 
of the most frequent problems cited by the spouses. 
., 
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Undoubtedly the strain of coping with running a house and family, 
earning a living and ｭ｡ｾｬｾﾧｾｾｧ＠ .. ｾｾｾＺＺＺ ﾷ＠ ｰ｡ｴｩ･ｮｴｾ＠ prevented many spouses from 
participating in social activities as frequently as previously. Dis-
ablement and its sequelae means a loss of leisure for those who must 
spend all their time coping with immediat-e problems. 
Mrs. B, aged 56, has a husband with aphasia and hemiplegia 
and is continuing with . her part-time job. Since the stroke 
she has found that she has had to take over the "husband" 
jobs around the house (e.g. decorating, gardening) and ｾｯｷ＠
finds that she frequently feels exhausted by the_ end of 
the day. She no longer ｨｾｳ＠ time to attend regularly her 
· previous social activities (e.g. flower arranging classes) 
and usually feels too tired to go out in the evenings. · 
Added to this problem of disengagement is the reluctance to 
leave the patient and to pursue outside interests. As mentioned earlier ·, 
spouses frequently overprotect the patients and find it stressful to 
leave ·the patient for fear of a further calamity. 1110 a certain ext. ･ｮｾ＠
this anxiety appeared realistic, for in some cases it was a ｾ･｡ｬ＠
problem to leave the patient on his own, even for the spouse to go 
shopping. In these cases the need for a 'patient sitter' was a constant 
problem and was particularly noticeable amongst the spouses who had no 
close relatives available for aid. 
Mrs. A, aged 65, and her aphasic husband have no children 
or relatives in the area. Mrs. A finds it difficult to 
lcu.vc her husband o.lonc :i.n the house. .1\.lthough she t.rieG 
to explu.iu where uhe io going whe11 r::hu goeu out, ll.e 
becomes extremely anxious until her return. 
., 
i 
I· 
I 
I 
,. 
I 
So far the isolation of the spouses of stroke patients has been 
discussed in terms of practical :- pnd emotio!,J.al aspects leading to 
. ·:- ... · .. . ... 
dise:ngagement. The withdrawal o.f friends followed by enforced 
isolati·on is a more disturbing element within this area. Friendships 
appeared .frequently to falter under the strain o.f disablement, and 
this was especially marked when the patient was aphasic: language . 
breakdown places a severe strain on friendships. 
Mrs. R, aged 65, has a husband with severe aphasia and 
hemiplegia. He is virtually housebound, being incontinent . 
and unable to walk without assistance. Their friends have 
gradually stopped coming to visit them and former visits 
of friends were marked by embarrassment in talking to her 
husband. 
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Such embarrassment was a frequent and marked reaction on the part 
of friends: and if the patient was aphasic, there was often a tendency 
to treat him as a child. Isaacs (1976) also noted that friends and 
workmates quickly stopped visiting, leaving a greater pressure on the 
family. The implication is that the spot.tses themselves often withdravT 
from an active social network while finding themselves further isolated 
by others' withdrawal of friendship. This was particularly noticeable 
for the spouses of ｰｾＺｴｩ･ｮｴｳ＠ with aphasia who were significantly more_ 
socially isolated than spouses of non-aphasics. 
It was found that extended family relationships wer.e unimpaired 
and there were frequent indications o.f the use made of family support, 
especially from adult children. Adult children wore named by 48% of 
the s:rouses as sources of help ·and a further 19% named other relatives. 
Mrs. T, aged 55, found that friends gradually stopped coming 
to visit after her husband had become aphasic. Hmvever, 
their married daughter visits regularly bringing ｨ･ｾ＠ two 
., 
young children. Mrs ; T feels that they are a great 
support as they ｡｣｣･ｰｴ ﾷＭｾ ＮｴｨＮ･ｩｲ＠ grandf?ther 's disability 
. ·-:·- ; . .. ﾷ ｾ＠ ... 
. without embarrassment and make him feel at ease. 
Mrs • .A, aged 59, relies on her married daughter to do 
the .bulk of her shopping now. The daughter also has 
the parents over at weekends and visits every night.· 
The importance of the adult children in a crisis situation has 
similarly been noted by Tmvnsend (1963) in a study of social contacts 
of the elderly. He found that in the event of an illness, two thirds 
of his samp:)_e counted near relatives as sources of help, and these were 
most often the children. 
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It was a characteristic of the study population that relationships 
with the extended family, although unimpaired, were rather loose-knit and 
hampered by long distances. In many cases the geographical distance 
between relatives meant that their visits were restricted and spouses 
still experienced isolation. Spouses o.f patients with aphasia repcn·ted 
loneli.ness significantly more frequently than spouses of non-aphasics. 
The isolation of spouses of aphasics was compounded by the loss of 
communication with the · patient - lo:?s o.f a "speech partner" • 
.Although for most spouses the social isolation was experienced 
as a stressful consequence of the stroke, to some it did not imposo so 
heavy a bu;roden as ·the withdrawal simply meant a hastening of the 
natural process of nr;eine and cliaongar,omont. Hmvovor, the social netwo de 
an<l support emanating from tho_ notwork that :i.s available for any 
individual, is ·generally considered to be relevant to his mental health. 
It might be ·expected that the impaired social _ac.tivity and support 
available to these spouses would ｣ｭｾｳｩ､･ｲ｡｢ｬｹ＠ increase· their vulnerability 
to minor psychiatric ·morbidity, and most spouses mentioned the difficulty 
of coping with increased face-to-face contact with the patient. 
., 
iii. Physical and psychiatric health 
The health of ·the· spouse ·of ｾＱＱ＠ stroke patients was markedly 
impaired, whether by stress-related physical . symptoms or minor 
psychiatric ｩｬｾＱ･ｳｳＮ＠ The use of' consultation with a G.P. is 
frequently recogn:Lsed as a search for emotional support· and care 
(Balint, 1957)," and this seemed to apply to those spouses who were 
frequently deprived of close personal interaction in other areas. A 
third of the spouses reported dissatisfaction with their G.-P. services, 
so that iri many instances-the satisfactory ventilation o.f problems did 
not seem to have occurred. The mest frequent complaint was that "he :lfJ 
too l1usy to listen". 'l'he majority o:f the study group were w.omen, :J.nd 
this pattern of high use of psychotropic· drugs and G.P. consultation is 
a recognised feature of women's . help-seeking patterns . (Hinkle et al, 
1960; Parry et a1, 1973). 
The incidence of minor psychiatric illness amongst the spouses 
of all stroke patients was also f)Xtremely high. ｾｲｨ･＠ General Hea:lth 
Questio1maire was used as a screening test for such disorders: almost 
two thirds of spouses were classified as positive cases and female 
spouses of aphasic hemiplegics had a significantly higher incidence than 
female spouses of non-aphasic hemiplegics, indicating their heightened 
vulnerability. Similar results were found when assessing incidence of 
.apparent · depressive tendencies but di.fferences between the groups did 
not .achieve statistical s:le;ni:ficanco. Althoueh thoro is little doubt 
that minor pDyclliuLr:Lc :I.llneorJ :lo u c omrnon d:loorc(or, and r.rt.utlies in 
gonoral populationo have indicated that. no mo.ny au 23% of responu.onts 
may show symptoms of this na.ture (Srole .et al, 1962), the high incidence 
o.f minor psychiatric illness found within this group gives some 
lJ-J.l. 
indication of the levels of stress experienced. Taking into account 
again the preponderance or·· women; "in the study group' it is nece_ssa.ry 
to comment on the ln1own female greater prevalence rate for ·depression 
_and psychoneurotic ､ｩｳｯｲ､･ｾＮ＠ There are various explanations for thj_s 
＿･ｩｧｨﾷｾ･ｮ･､＠ ｰｲｾｶ｡ｬ･ｮ｣･＠ but the learned helplessness hypothesis 
Ｈｓ･ｬｩｧｭ｡ｮｾ＠ 1974) is perhaps helpful in this context. The hypothesis 
proposes ｴｨ｡ｾ＠ socially conditioned, stereotyped images produce 
expectatio1w of femininity incorporating an aura of ｷ･ｾｻｮ･ｳｳ＠ and 
fearfulness. When redefined, these values are characteristic of 
de-pression: women learn to be helpless during their · socialization and 
thus develop a limited pattern of response when under stress • 
.Adverse life· events and major long-term difficulties have 
frequently been cited as one of the most obvious causes of minox• 
psychiatric illness. .Although stressful life events can span a wide 
range, separation or loss of a close person is the most common event 
reported (Paykel, 1969). Interpreting the stroke crisis. and ensuing 
disability as a loss of the -forme-r marital relationship for the 
spouse, it is not surprising to find the high p:cevalerice of psychia·liric 
disturbance. .Additionally the findings of Brown et al (1975) linking 
. . 
the. incidence of depression in women with 'lack of an intimate, 
confiding relationship uith husband or boyfriend' suggests the 
importance of loss of communication within the marriage of the aphasic. 
_.AB already noted, the barrier of aphasia was frequently experienced by 
the spouse as an acute loss within the marriage, associated with _poor 
adjustment and a particularly high vulnerability to ·psychiatric 
disorder. The marked social isolation of the spouses of patients w:Lth 
aphasia forces them yet again into a :QJ.ore vulnerable position. The 
., 
combination of coping with the severe crisis of the stroke while 
losing the protective ' furict:ton of" 'an intimate relationship or a 
supportive social network, increases the likelihood o.f ｰｳｾ｣ｨｩ｡ｴｲｩ｣＠
morbidity. 
Opinions differ on the presence and direction of hostility in 
depression but anger has frequently been noted as part of the response 
(at least initially) to loss or frustration. Measurements o.f hostility 
fell within the normal range and associated measurements o.f attitudes 
of rejection were also correspondingly lmv. · .Although Weissman and 
Paykel (1974) have emphasised the need for proviqing estimates of the 
intensities of various sub-hostilities (e.g. relationship.with patient, 
children) the additional low ratings of rejecting attitudes towards the 
patient are in line with measurements o:f low hostility expressed by the 
spouse. These findings concur with_impressions ;from the clinical 
interview: the response of the sponse was typically one of sadness 
rather than anger. 
Practical implications for management 
The importance of the support of the spouse has been mentioned 
in the rehabilitation of the stroke patient (Litman, 1964). However, 
the spouse cannot function as an· effective part o.f the rehabilitation 
team until she is educated to the many problems associated with stroke 
disability and given assistance in c·oping with these problems. The 
inability of the ｳｰｯｮｾｊｯ＠ to conununicate freely with the patient make:.; ' 
it all the more necessary to have alternatiYe., reliable sources of 
sympathy and reassurance. 
Unf'or·trmately stroke gro1.1.ps and cormselling are not a routine 
. ,
practic.e .in the health care service. Most rehabilitation units are 
organised to care .. ･ｦｦｩ｣ｩ Ｎ ･ｊ［ｊＮｴｾｹ Ｚﾷﾷ ＮｲｯＡＧ＠ the physical aspects of disability 
with the provision of physiotherapists, occupational therapists and 
speech therapists, but there is a paucity of provision for the ·care 
of the emotional arid social aspects o:f disability. Introduction o.f 
fUl"ther personnel could be argued to be economically and 
therapeutically unnecessary but a minimal reorganisation of the 
existing services could incorporate a much needed counselling system • 
Most rehabilitation rmi ts have abandoned the approach of a 
multi-disciplinary unit which is u 'relatively inflex_ible arrangement 
wherein each professional ｷｯＱｾｫ･ｲ＠ operated independently with little 
or no communication with other disciplines. The patient and fanrlly 
were often co1liused by apparently conflicting statements and ·advice. 
This approach has been succeeded by the interdisciplinary approach 
where representatives of the various therapies meet together to 
exchange ideas and work co-operatively but there are still mro1y gaps 
and confusions resulting from such a system. It is proposed that a 
more useful adaption of this system could be the c'ross-discip:l:-inary 
model where two or three of the team members carry out the appropriate 
regime for the patient and family. Current remedial therapists are 
undoubtedly awar<? of the many associated problems of disability but 
their training does not equip them with the skills to cope with these 
problems. Utilization in a rehabilitation de:partment o.f the ｳ･ｲｶｩ｣ｅＭｾｳ＠
o.f psycholoeists arid r;oe:Lul worker[) is invaluable and this would 
probably be most helpfully achieved· on a consultative basis, thereby 
reducing the number of perso1mel actively involved with each patient 
and family. 
· Guidance and advice at an early stage of rehabilitation could 
. ,
prevent tho dovolopmont. o t' "UTinocessary problems of adjustment in 
the patient and spouse •. ... Pr.oblems found within the marriage 
relationship will need c::xtensive counselling, especially for the 
aphasic, and a greater emphasis .will need to be placed on the 
"handicapped family". Sexual counsell:ing is a particular area that 
could -be usefully incorporated into rehabilitation programmes, since 
prevailing a-ttitudes stem from a lack o:f accurate information and 
understanding o:f the stroke syndrome • 
Problems such as those of overprotection and social withdrawal 
may be avoided through early ｣ｯｵｮｾ･ｬｾｩｮｧＮ＠ Social isolation could be 
ｧｲ･ｾｴｬｹ＠ reduced by improved use of voluntary groups and social 
services. St:roke groups are another useful service within the 
rehabilitation programme, but within this study it was found that 
spouses were equally divided as ·to tiThether or not they would appreciate 
the existence of a stroke group. It is implied that al·though stroke 
groups are of great benefit and value to raany spouses and patients, no{j 
all spouses will either need or accept these services. For these 
spouses - and especia:lly those with aphasic partners - alternative 
methods of support could be usefully investigated. 
Limitations of the study and implications for fUrther research 
This research has demonstrated the importance o.r evaluating 
the specific effects of aphasia in the stroke disability but the study 
is ﾷｾｯ＠ a cortn:Ln extent limited. by :1.ts . ｣ｲｯｾｷＭＺＭｳｯ｣ｴｩｯｮ｡ｬ＠ dosien, :i.n {jh:J.t 
J:L <.;LUl u:Lmply· otuLo tho ox{jonL ol' tho problems related to spouses ol' · 
aphasics. Further longitudinal studies in this area would be helpful 
to asses? the adjustment of the spouse over a period of time, and to 
assess whether there are periods in the recovery process of particular 
., 
stress for patient and spouse • 
. . . ··:-:· •. -:::.. · 
Use of the structured interview technique within 'this study 
proved to be a ｲｾｷ｡ｲ､ｩｮｧ＠ method but it could not hope to take care 
of all possible sources of bias in either interviewer or subject. 
'rhe ratings of social adjustmen:t. were based on interviews with the 
spouses only; informa.tion from other sources, such as children· or . 
patients, was not used for reasons given in the description of this 
assessment. These reasons included the possibili.ty that these other 
s.ources might be equally misleading. The interviewer was not blind 
as to Whether SUbjects Came from aphasic O.t' non-aphasic groups and 
preconceptions might have led to the spouses of aphasics being rated 
as more ｩｭｰ｡ｾｲ･､Ｎ＠ Steps taken to reduce the influence of the 
interviewer on the interview results included adherence to the 
standard instructions given in the manual and standardization of the 
interview situation. 
Behavioural changes and emotional reactions of the ｰ｡ｴｩｾｮｴ＠ to 
his -disability were noted but not systematically studied. There is 
a tentative suggestion within the results of the study that these 
reactions will differentially affect the adjustment of the spouse .. 
Further evaluation needs to be undertake·n to assess the relevance and 
importance ｯｾ＠ this suggestion. 
As has been noted already, language is but one modality for 
conununication within niarriage. It is of interest to investigate 
. further the alternat:i:ve methods of communication used by aphasics 
and to evaluate whether .these non-verbal teclmiques offset the 
problems ass.ociated with .language breakdown. Aphasic disability also 
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interrupts tho parent/child relationship and the stress .faced by 
the ymmg child needs td oe .. ·.ru:r·ther considered • 
. ,
.. J 
., 
X CONCLUSIONS 
The results o"f ｴｬｩ･ ﾷＺＭ ｾｴｵ､ｹ＠ ·confirm ｴｨｾ＠ basic proposition that 
spouses of patients with aphasia are distinguishable as a group fr.om 
spouses of non-aphasic stroke ·patients by a greater incidence of 
adjustment difficulties. The adjustment problems found, however, are 
not of an essentially separate nature from those experienced by all 
spouses of stroke patients. The significant difference between the 
groups lie:s in the intensity of the adjustment difficulties and the 
frequency of their occurrence. 
HyPothesis 1 
This hypothesis can be confirmed in that aphasia was associated 
with significantly more social maladjustment in the spouse.; Spouses of 
all stroke patients indicated_ impairment within the marital and social 
and leisure roles, although spouses of patients with aphasia were 
ｰｾｴｩ｣ｵｬ｡ｲｬｹ＠ impaired. Work and parental roles were relatively less 
impaired but frequently were problematic: spouses of patients with 
aphasia were significant·ly more impaired in their relationships with 
dependant children than spouses o.f non-aphasics. 
Hypothesis I.I 
This hypothesis was alsd conf'irmed. Marital relationships were 
significantly more impaired· where the stroke had led t 'o residual 
aphasia. Marriages of all stroke patients were characterised by poor 
conununication, diminished sexual satisfaction and loss of partnership. 
Hypothesis III 
Aphasia was found to entail significantly more social isolation 
.for . the spouse. This was due to both disengagement from the social 
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network and withdrawal of friendship on the part o.f others.. Spouses 
of patients with aphasia ﾷ ｷ･ｾｾ Ｇﾷﾷ ﾷｰｾｲｴｩ｣ｵｬ｡ｲｬｹ＠ vulnerable to loneliness 
since non-verbal communication was insufficient to compensate for the 
loss pf verbal exchange. 
Hypothesi·s IV 
Attitudes of retributive guilt, rejection, unrealistic aims 
and overprotection in the spouse were not significantly related to the 
presence or absence of aphasia. However, after exclusion of the left 
hemiplegic group, attitudes of over-protection were significantly more 
prevalent in spouses of aphasic patients. 
·R:ejection and guilt feelings were less characteristic of spouses 
in general than anxiety .and concern, which frequently resulted in 
over-protection and lack of realism. 
Hypothesis V 
Spouses of aphasic men ｲ･ｶｾ｡ｬ･､＠ a significantly greater 
incidence of liability to minor psychiatric disorder than spouses of 
non-aphasic men, but a similar difference did not reach statistical 
signific·ance for spouses of female patients. The incidence of stress-
related symptoms appeared suspiciously high amongst all spouses. 
It was argued that the laterality of the lesion per se might 
have a bearinr; on the spouse's adjustment. Although non-aphasic 
patients ｾｩｴｨ＠ righ·t. hemiplegia were runong the ｬｾ｡ｳｴ＠ handicapped mentally 
and· physically, it was ｮｯｶ･ｲｴｨ･ｬ･ｳｾ＠ the left hemiplegics who caused 
least disturbance to :their marriar;e partners. 
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ｉｾｉｯＺｲ･＠ tha.'rl be"f'ore C ｾｖ＠ "A. 
No Kno\'m 
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6--11 
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.. ｾ＠
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ｾｽ＠
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ASSESSI•iENT NO.. Ｌ｟ｾｾｾｾ］］ｾ＠ ｾ＠
I No significant dis abili-ty 
II Slight disability 
III Modera-te disability 
IV Moderately severe 
disability 
v Severe di.sabili ty 
.&._D. L. ｉｬＧｔｄｅｾｯ＠
Transfer 
Dressing 
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\'lashing 
Lavatory 
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Teeth 
ｇｲｯｯｾｩｮｧ＠
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Cooking 
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Stairs d01'111 
\·Talking. - (outdoors) 
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3 [] 
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IV 
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. ｾＭ · ," .... 
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Overall Response Level 
Gestural 29-32 
.. 
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lo ｮｾＬＮＩＬﾷ［＠ has ;}TOUr husband Is behaviour chan.gecl since tho c. v. A. ? 
2 .. Do j-ou ｦＨｾＮＧＳＱ＠ th:i.s has had an effec·t on t.he fe.mily? 
'iha-t; effect? 
3o Have you ever attended a . stroke club? 
a) If_yesp did you find it useful? 
b) If no, '\'lould you find/have fm.md it useful? 
If so, 
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Appendix ·:Bl' 
PORCH INDEX OF COMMUNICATIVE ABILITY . 
---
By Bruce Eo Porch, Ph.D. 
SCORE SHEIDr 
Da-te •• c ..... . o o • ., Cll o a • o .By •• o. o. ｾ＠ .. & o o o. • •• o ••• Time •• o ••• ::ro ••••••• ri'otal Time. o 1!.' ••• 
Test Condit ions •• o • o •• ., o • e11 .... o • o ., o • o_ ., • o o o c ••••• ,. o o o • o ••• o o .... o o ｾ＠ o o • "o •••• o c:. • .., • .., 
Patient Concli t ions •••••• II •• 0 ••• (I Cl c ••• Cl ••••• (I ••••••• C·. ｾ＠ e f) 0 t c 0 0 0 ••• ot ......... c •• 0 0 
ｷｲｯｮａＮｵｾ＠ Jl1ill ｔｾｑｐｔ＠ ga ［［｟ｙＮ｀｟ｾｾｘｒｂＭ Ｎ ｾｐｮ｟＠ ｾ ﾷ ［［ｾ＠ ［Ａｩｾｧｲ［ｾｐｅ ﾷ＠
｢ｩｩＺＡｬｲｬｌ］ｾＭＭｾｾｬｾｌｌ］Ｚ •＠
·Response I,evels: 
Overall --·- - ---·------....._, ｇ･ｳｴｵｾ｡ｬ＠ ____ Verbal ___ _.,.. .... _.. Graphic ---·---:r 
Note:· 
. ··::. 
TABLE 3 
14- .. 00 15.00 
12.00 14 .• 00 
10.00 12.00 
8.00 10.00 
APPENDIX B2. 
1\Tinimal involvement. The patient present8 little or no 
difficulty in the usual communication situation. On the 
more difficult subjects some hesitancy, slCi<Tness, self-
corrections, o:r- distortions may be observed. The patient 
may have minor complaints about having some difficulty 
rememberine things or retaining vihat he reads. 
vlhile ｡Ｎｰｨｾｳｩ｣＠ ｳｾｲｭｰｴｯｭｳ＠ are apparent, the ];p..l tient functions 
fairly 1:mll a11d handles most basic communication tasks 
1·ri thout requiring much assistance. Input is functional 
although reading is difficult. Output is fairly usable but 
often lacks completeness in terms of syntax and grammar. 
Delayed resr)Qnses are common, because the patient still 
needs t:i.me to retrieYe and organize. Attempts to respond. 
more quickly usually precipitate errors, which the patient 
generally corrects .. 
''Then the pat·ient 's communicative abilities improve to the 
pad.nt that this Overall score exceeds 1 0.00, the people 1·1ho 
live or HOrk with him begin to report that lie is beginning to 
understand and carry out instructions to the point w·here he , 
is able to 1101·r function independently in a familiar environ-
ments- and that his attempts at various forms of output are 
bHcoming _more appropriate and accurate. The patient in the 
t ·est situation does well on tasks i·rhich offer the most cues 
such as matching, copying and imitating. Responses on 
auditory tests are fairly good though complex instructions 
and retention tasks reveal significant problems. 
The _patient with an Qv.grall score in this ｲｾ｟ｮｧ･＠ ｨＭｓｾｳ＠ marked · 
difficulty i'Ti th most communication skills. Auditory input 
is moderately involved and often tends to fluctuate in 
adequacy. The patient i'lhO uses his visual input i·Tell is 
often mistakenly attributed by his friends, family or 
hospital personnel i·rith having better auditory input than 
the tests reYeal. Speech is not functional although 
imitative .ability ｾｾｹ＠ be goodo ｾ＠
(I 
.. ::...• ...... . ,, . .... .-... ... . . ｾ＠ .... ;, ... _,_, .......... - · 
6.00 
4.00 
; 
/ Ｍｾ ﾷ＠ , ·, ' • "I • • Ｇ ｾ＠ ' •.,-':, ＬＺ｟ ＮＬ Ｎｾ＠ . .... ｾＮ｟•＠ Ｍﾷ ••ｾ • ｯ＠ ,_.__, .. .,..,:,. !: ...... ,.., _ __. .... ,. ..,, .. .... : ..... ｾ＠ _ _,._ ,,,_ ,_ , .... , •ｯｬ ｯ• ｯＭ ＮｾＮ ｏＭ Ｂ Ｂｲ＠ o., . .....,__ R .. l..a...o ,,, ,.., , ,ol 'o•O, ... ' , . ... . ＮＮＮＮｬｬＮ ｾ ＮＮ｟ＺＭＺｬＭ ,,• ... ｾＭ ﾷ＠ ... ........ f.4 ... - <...• Ｇ［ＺＮ Ｌｾ ［ｯ＠ J io,' l-or 0•' .ZO ｾﾷ ａ ｾ＠ '' '"'l. ,fl -. oo ,•,,• ;, ,..,, .. • .. !' ;;;,;.; : .... ::::·, . ,:, '•o'""'•l :• 
The patient is markedly impaired on all tasks exeept the 
visual l'!)atching ones, although he experiences partial 
success on imi ta.tive tasks o r.I.'asks of medium com:plexi ty 
such as copying, sentence completion, and d.emonstr-9.ting the 
function of the ob,jects, are attempted and generally result 
in responses '\'Thich are ｒ･ｬ｡ｴ･､ｾ＠ Cued, Repeated, Incomplete, 
Delayed, Intelligible, and Corrected. Graph:i.c tests .A 
through Dare very difficult and yield ｳ｣ｯＱｾｳ＠ of ! 12,or ｾＧ＠
or are rejected by the patient. 
The patient is severely impaired. in carrying out all 
communicative tasks except Subtests VIII and XI, Yisual 
matching of pictures i•Ti th objects and objects ·vTi th objects, 
on "VThich he ｲｵＮｾＮｳ＠ moderate success. Alldi.tory input is not 
functional, but some patients have very limited successes on 
Subtest X. pointing to the objects i'Then the tester names 
them. 
.... _ 
PATIENTS NM.DI:: 0'1) ｾｏｏｇｉ＠ CPO 00 00 OCO GQ 000 •;)00 O<DOOO f)OO 000 00 OOilO DATE: ｯｾｯｯ･ｯｯｯｯ･ｯｯｯ･ｯ･･•＠
ASSESS:Mfli}"T NillVIBER ＰＰＹＰＰＰＰＰＰｾｇｏｏｏｏｏｏｏ＠
( i) Total independence 
.....c-... ＬＮＬ［［Ｎ｡Ｚ［ＺＺＮｵ［ｾｾｾ＠
Independence means the ability to perform 
an activity ｾｨｧｾ｟ｅｅｐＮＭｾｾｾｾ＠
ＮＹ［ＮｩｲＮＺＬｾｾＮｅｬＺＮｾ＠ .. ｩｬｩｾｾﾣｾＰｄ［ＮｾＮ＠
ｾｪｳｴ｡ｾﾣｾｯ＠ A Patient who refuses 
to perform a function is scored (iii) 
even though he is deemed ableo 
ｾｾＮｅＮｾｉＡｬｾ［＾ＡＺ＠ ｵｳｾｾＡＱｙＮｊｬｬｾ＠ ｨＹＮＬＮｾ＠ ... 2t-. ｡ｩｾ＠
to perform the aotivityo 
(ii) ｾｾｾ Ｍ ｾｮｾ＠
The patient can perform the ｧｾ･｡ｴ･ｲ＠
part of the activity himself but ｾｾ＠
assistance ＨｾｾｾｾＭｾｨｾｾｾＱＩ＠ or 
supervision to complete the ao-tivityo 
(iii) ＱｾＱｾＱＭ ｾｰｾｾｾｾ＠
ｾＭＭ｡ｅｩｙｬＭＮＡｙ］ＭｾＭﾣ＠ .. ＿ＭＮＮＡｅｬＮｾｾｅＮＮｬＮｾ＠
ｅｾ･ｾｾ＠ or assistance is reuqired 
from more than one persono 
ｾｾ＠ Timed items to be recorded in ｾｳ･｣ｯｮ､ｳｾ＠
by inconspicuous use of a stopwatcho 
(Minutes) 
ASSESSOR ooo oo OGI oo·:> ｯｇｾ＠ lllO ooo oo gca• 
1. Transfer 
Dressing 
Bathing 
4. Washing 
5o Lavatory 
6. Continence ｾ＠7 o Tee·t h ··• .. _ l 
Ｘｾ＠ Grooming ! 
9. Transfer floor ｾﾷＭＬ＠Ｍ ｾＭＭＭＭＮＮＮＮｱｬＮＭＭＱ＠10 o Preparation foo 
llo Taps 
12. Cooking 
13e Feeding 
14o Walking indoors 
APPENDIX D1 
.SOCLJ:AL_.f}.D,JUS_THENT SCALg SCORING ｓｈｅｊｩｩＮｔＮｾ＠
Work role 
1 • Time lost 
2. Impaired lJerforma.nce 
3. :F'eelings of inadequacy 
4. Friction 
5. Distr,ess 
6. Dis in teres t 
Area 2 "" Social & Lej.sure ｟ ａ｣｟ｴｩｹｾ＠ ties 
7. Diminished con-taets 
B. Reticence 
9. Diminished social interests 
10. Impaired leisure activities 
11. Friction 
12. Hypersensitivity 
13. Social Discomfort 
14. ｊＮＮｾｯｮ･ｬｩｮ･ｳｳ＠
15. Boredom 
16. Diminished dating 
17. Disinterest in ､｡ｴｩｾｾ＠
-Area 3 - Extended FaT!lil;[ 
18. Friction 
19. Reticent 
20. vTi thdra\-rn 
21. Dependency 
22 .. Rebellion 
23. \·lorry 
24. Guilt 
25o Disinterest 
-
/J.rea 4 - I·Tari tal 
26. friction 
27. Reticence 
28. Domineering behaviour 
29. Submissiveness 
30. Dependency 
31. Lack of affection 
32. Diminished sexual intercourse 
33. Sexual problems 
34. Disinterest in sex 
35. Lack of involvement 
36. Impaired communication 
37. Friction 
38. Lack of affection 
39 .. 1'iorry 
40. Guilt 
41. Resentment 
Area 5 - ｾ｣ｯｮｯｭｩ｣Ｎ＠
42. E?onomic inadeauacy 
ｾｲ･｡＠ 6 - Globals. 
43. \·fork 
44. Social and Leisure 
45. Extended Family 
46. Narital 
47e Parental 
48. Overall adjustment ,. , ﾷ ｾ＠
:\. 
· ... . 
. . 
. ' . ｾ＠
'•' ·.: ' Norms available on the S • .A .s. (Weissman and Paykel.!_ 197l.t.l 
Globad- Ratings 
. : .· . 
Depressed Patients Normals n = 40 n = 4o 
' 
-·-
Standard Standard 
. . Mean Deviation Mean Deviation 
:·· ·· '. 
- ----- ·-
Work-
Housewife 4.10 1.37 1.50 0 .. 66 
Employed 
outside home 3.18 0.87 1.40 0.51 
-· Social and 
,, Leisure h.lO 1 .. 15 2.41 1.04 
__ _. 
Ex:tended. 
Family 3.41 1.19 
f 2.23 0.78 
. 
Mari·tal 3.70 1_.17 2.52 0.83 
. 
- ·-
Parental 3.80 0 •. 90 2 .. 12 0.71 
- ｅ｣ｯｮｯｺｾｩ｣＠ 1.70 1.07 1.15 0.53 
Overall 4.67 - 2.48 
-1--------
1 .. 
ｾＭ :.. . . . .. . . . . . . . ... . . I 
• ' . "} • ' \ t ; 
. ! . . 
Ｎｾﾷﾷ＠ . 
·-
.. 
,' 
... 
··.·# 
. ｾ＠ .· ... 
, .... ,.:L .... ＭＭＭｾ Ｍ ＭｲＮＮ＠ .: .. ' .. . 
.' . ｾｾｾＺＮ＠ ｟ ＺＭＮＺＭﾷＺﾷＧ ｾ ｜ﾷＮﾷ＠ .... ···. ·: ·· 
' .. 
-· 
Encirel.e aTrue" i.f you agree 1·rith the sta:l;ement mo1•e than you 
disagree; ･ｮＮｯｩｲｾ｣ｬ･＠ ＱＱ ＺｂＬ｡ｾｳ･ｨ＠ i-f you disagree with the s·l;a tement 
more than you agree • 
I believe that someday my spovBe 1·riJ.l ·talk as 'irell 
as anybody elne. 
'i'RU:m ｬｴ Ｑ ｩｕｊｾｈｩｊ＠ 2o 1. believe tha·t miracles can happen and tha·t even the· 
mos·t seriously hand:tcapped. person can be made 1)erfecrt 
by prayer. 
TRUE ｾ ｆａｌｓｅ＠ 3. I believe that the chances are good that sor1eday my 
. spouse will be completely recoyered from his (her) 
hand.:i.cap" 
ｾｲｒｕＮｮｬ＠ FALSN 4. 
TRUE FALSE ｾＰ＠
'l'RUE F.A.IJSFJ 6 .. 
TRUg J?AIJSE '7 0 
I believe tha·t j_f one puts :in enough effort any von .. ｾ＠
dition can be changed • 
I believe that chc-'lnces ｡ｬＮｾ･＠ good that someday my spouse 
will be able to obtain and hold paying job. 
I believe tha-t a ha.-·1dicapp0d person needs more love 
than a nOn·-handicapped person. 
I believe that it is bes-t not to talk ·t\' a handicapped 
person ｡｢ｯｵｴｾ＠ the h:.mdicap unless it is absolutely 
necessary. 
I believe that someday my r3pouse will use hit-1 hands as 
well as anybody else. 
I believe that someday my spouse will ·Nalk as ·{•THll as · 
anybody.elseo 
I 1)elieve ·that one -vn:.ty to help a person ge-t over a 
handicap is to vripe it out of you:" mind and. act as 
though it didn·' t exist. · 
I believe that a person w·ith a handicap N'ould pre.fer 
not to diseuss. his disability "Ti th hj.s spouse • 
' • 
ＮｾＮ＠ '. . . . . . · ... 
Ｍ ｾ＠ ... ' •• • ( . • J} .,. ｾ＠ ﾷｾﾷ＠ ' { i ｾ［＠ .·;IJ 
. f 
4 
. ·' 
1 
1 
' J 
<! 
t 
I 
1 
ｾ Ｑ＠
J 
NP LP p VP 
N1' J.JP p V:P 
NP LP p VP 
NP LP p VP 
NP r,p· p VP 
NP LP P VP 
NP J_,p P VP 
NP LP P VP 
NP LP P VP 
:t-.1-:El LP P VP 
NP LP p 
NP p VP 
NP LP p VP 
,., ._ \..· ' ! 
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'·lha"'G do you think could be some of the J:-"'ssible ca.us es 
for your spouse (husband or l'lif'e) becomil1g hand:i.cappeo.? 
(Underline NP for "no ＱＱＰｳｾｩ｢ｩｬｩｴｹ［ｌｬＬ＠ f'or a little possiblen; 
1' for 11 possible 11 ; and VP for 11very possj.ble 11 ) .. 
lo Lack of skill by the doctor ·Hho handl•.3d my spouse's 
case .. 
2. You or your spouse 1·rere the victim of some outside 
infiuence (an 11 evil eye 11 , etc.) .. 
4o As a punishmen·t for having committed some sin. 
5.. As a test of fai ·th in God 1s Divine Plan by showiilg 
willingness to accept and bear this u c:coss n. 
6. God •s 1·Till. 
7. Due to some injury to your spou.s e 's cen·h•al ne:rvous 
sys·tem. 
So Evidence of God's punislunen1; for having married outside 
of you."'C (or your spouse vs) religion. 
e. As a ptinislunen·l; to you or your spouse. 
10. As a pun:i.shment to you or your spouse for having been 
bad as a child., 
11 .. 
12o 
14o 
15. 
Destiny. 
As a proof that " 1rho Sins of the ｝Ｇ｡ｴｨｭｾ＠ ｲＮｾｨ｡ｬｬ＠ be v-isited 
upon ·the Childx-en even unto the Third. ru1cl li'ou:t. .. th 
ｇ･ｮＨｾｲ｡ﾷｴｩｯｮＢＮＬ＠
mvidence of God's ｰｵｮｩｳｨｭ･ｮﾷｾ＠ fo1• having disobeyed one. 
of the Ten Commandsments ( ei·the:c husbanC!. Ol" 1·rife). 
Preordained. ( 11Heant ·bo be") . ., 
Due to quarreling and fighting bett·reen you and your 
Sl)Ottse during the time preceding the illness. 
NT 1/I' T VT 
NT LT T V'r 
NT I,T T VT 
NT LT T VT 
NT LT ｾｾ＠ · VT 
NT LT VT 
NT T VT 
NT T VT 
N'l' VT 
NT VT 
,NT LT VT 
LT VT 
N'l' LT T VT 
NT T VT 
N'.P. T VT 
NT LT 
NT I./I! T VT 
•. ｾ＠ •• g. ·, . ﾷｾ＠ • ... 
' .· ' • ) , ";- ' . Ｇ ｾ＠ "• -1.. : 'r: ﾷ Ｚ ｾＬＢ＠ < Ｇ ［ＺＧ ＧＺ ＺｾＧ＠ ·:.: • _: • -:-:: ' ! 
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App,endix · E 
.Encircle NT for 11no·t ·truen; LP fol" "a little ｴｾ･ｵ･Ｂ［＠ ｾｾｦｯｲ＠ tttru.en; 
and VT for "very trueu. 
1.. I have found tha·t a very good ·vtay of 1'rinning co-opera·bion 
from'my spouse is no·t to,speak to h:i.m (her) until he (she) 
does \'thn:t I want him (her) to do . · 
2. The best plan, if you are going to have n:n.y peace :f.':r.om your 
spouse, is to se·t down a strict set of 11 do r s" and. 11don' ts 11 
right from the beginning. 
3., I run not afraid to handle money. 
49 I fincl it hard to keep my mind on a ·task or job. 
5. I do not ·!;ire quickly. 
10. 
ＱＱｾ＠
l2o 
13o 
ＱＴｾ＠
•l5o 
16. 
I feel ·that it. is up to me entirely to look out for my 
spouse. 
I often try to th:i.nk up some scheme i'lhere it will appear 
to my spouse that others are though·tful and generoua 
tm·Tards him(her). 
If I can I l'Till avoid looking at my Sl)OUse when. he (she) 
is eating. 
ｲｾｉｯｳﾷ｢＠ any·bime I vTou.ld rather sj. t and ＼Ｎｬ｡ｹＭｾ｣ｬｲ･｡ｭ＠ than to do 
anythj_nff elseo 
• 
I am liked. by most people 't'Tho knovr me. 
I think of my spotl.S e more as a child than as a husband 
( \ld.f'e). 
Yon can be the best 1·1ife (husband) in the 1mrlcl and s·tilJ. 
have a. spouse vrho is meang ｲｾ･ｬｦｩｳｨＬ＠ and cruel. 
I am repelled by many ·things my spott'3e doer:;. 
I w·ould like to remove every obstacle in my spouse's life 
if I possibly could. 
It makes me nervous to have to \•Ja:l·t. 
I constm1tly am doing little extra things for my ｓｬＩｏｕＮｾ･＠ in 
an effort to make up for all h.e (she) might not be getting 
from others .. 
I feel hungry ·almost all the 
1'1' 
ｎｾｬＧ＠ LT 
NT 
N"'l' 
NT 
NT I/.r 
NT LT 
NT L'r 
NT 
N'r LT 
LT 
NT LT 
NT LT 
NT. 
NT J.JT 
I/P. 
NT LT 
LT 
L'l' 
T 
T 
T ｶｾ｣＠
V'.I! 
T VT 
T VT' 
T VT 
T VT 
T VT 
T VT 
T V'l' 
1' 
rn 
J. 
VT 
VT 
VT 
'.e VT 
'l' VT 
T VT 
VT 
T VT 
T VT 
20. 
21. 
22o 
23. 
24. 
25. 
26. 
28o 
29 .. 
30. 
3lo 
32o 
36 .. 
38., 
39o 
4J.o 
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I-t :is a cohstant bs:f;-Gle Ｇ ｢･ｴｾﾷｲ･･ｮ＠ my spouse and myself to ｫｯＨｾＺｰ＠
hiro. (her) from doing things and going places r:rhere I ｫｮＮｯｾﾷｬ＠ he 
(she) w·:llJ. only gei; hur·l;, 
I frequently notice rny hand shakes w·hen I ·try ·to d.o som.e 'thing" 
In our house, everything revolves around my spouseo 
I am very seldom troubled by constipc.1:tion ... 
I feel nauseated when I see my spouse droolo -
I feel an.··d.ety about something ｯｩＮｾ＠ someone aJ.most all the t:tme. 
I slu"i:r_k from facing a crisis or difficul·by. 
I t:ry to manage thillt''S so that my spouf3e is not pu·b in·{;o 
situat:i.ons vrhere he (she) might get his (her) fef)J.ings hul-:- ·bo 
Iiiy sleep is fitful tl.nd disturbed. 
I try to keep my spouse out of competitions (cards, etc,.) 
where there is lit ·tle chan'}e. of his (he:c) uj.1u1ing·. 
Hy hands and feet are usually vw.rm enough. 
I have been afraid of things or people that I knEn·l co'.ll{l not 
hu.t't me. 
It 1·10uld be a blessing if my spouse did no.lG have to ｬＺｴｾｩ･＠ and · 
face the difficulties ahead .. 
L:i.f' e is a strain for me much of the time. 
Peo:ple o"ften disappoint me. 
I cannot keep my mind on one thing. 
I am happy most of the time .. 
I p1 .. efer that my spouse does no·t come into the room when I 
have company. 
I 1)refer that my spouse does not eat Hith no a·b the tabl:J(' 
I do many things fo1 .. my spouse which he (she) ra:ight be ablH 
·bo do fox• hinw elf Ｈｨｾｲｳ＠ elf) • 
I cry ･｡ｳｩｬｹｾ＠
It is necessary for me tt'> keep a.."l eye on my spouse ｵｬｭ＼Ｎｈ［ｾﾷｴ＠
all of the ·time, 
I svtea·t very easily even on cool <lays. 
I a.m con..:..=}tan"tly -vrarnin.g roy spouse to be carefu.lo 
·,.l "·l 
ffl'i::J 
'·:,· ｾｾﾷＮＺＮＺ ｪ＠
:.\· ［ＮﾷＺＺＺｾ ｩ＠
;\T·.:··t 
·'. ｉ ｾ＠ ｾ ｴ＠
:: ｲＭＭ Ｚ Ｎｾ＠
ｾｾＱ＠
ｾｾ Ｑ＠
ｩｾＺｊ＠ i 
ｾﾷ ｾ Ｍ［＠ t · j 
;.f;,J J 
••\\-» 3 
ﾷＮｾＺＧ ｴ ﾷ｜ｴ ｦ＠ｾＪｾ＠ＺｲＦ ｾ＠p·.;r J,. 
' ••'I 
' ·' 
vr 
LT 
NT 
NT LT 
NT LT 
lf.J.' V.P. 
LT 
NT 
NT LT 
NT LT 
1\fr.IJ · LT 
NT LT 
NT LT. 
NT LT 
:Nl' LT 
T VT 
'l' 
VT 
T VT 
T VT 
'.r V'l' 
T VT 
T VT 
T VT 
T YT 
T VT 
VT 
T VT 
T VT 
T VT 
T VT 
T VT 
·: .. '· ' . ". ＺｾﾷＧ＠ '; . ·. ·'' . ' 
42 .. 
44o 
45. 
46. 
47. 
48 .. 
49. 
50.· 
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t 
It: makes me irnpatien t to have ｰ･ｯｾｰｬ･＠ ask my advice o:c.· 
othe:r·w·ise interrupt me '·rhen: I am ">vo:dd.ng- on something 
importan·t. 
I usually expect to succeed ill -things I do., 
Ny ＺｬＺｾ｡ｭｩｬｹ＠ does (did) no·b like the -work I chose. 
I live in a s-tate of constant fear that something terrible 
mig·ht happen to my spouse if I •m not 'f.nere every minute to 
watch over him (her). 
Personally, I don'-t; like to see a big demonstra·fiion of 
affeci;ion. 
I don 1 "t allm·r anyone to criticise ｾｙ＠ spouse tmder any 
circumstances. 
I \•tould rather keep my spouse at home than le·t him (her) 
ｾｯ＠ ou·t if there is a chance that he (she) migh·l; g·et: his 
\,her) feelings hur·t. 
I am never happier -than '·then alone e1 
l\ly parents and family find more fault 't·Ti th me than they 
should c. 
Encircle NT for "not ｴｲｵＨＧｾＢ［＠ LT for "a li·ttle true"; ｾｾ＠ for "truen; 
and 'V'.r for "very ·true 11 • 
· 2o 
It makes me 'tmcomfortalble ·to pui; on a stunt at a ｰ｡ｲｴｾｹ＠ oven 
't'ihen others ｡ｬｾ･＠ doi!lg the same ｳｯｲ ﾷ ｾ＠ of things. 
Crl t:i.cism or scoJ.dj.ng hur·ts me terri blyo 
I can easily make other people afraid of me and sometimes 
d.o for the fun of ito 
j 
i 
.t 
., 
.; 
! 
.i 
I 
.1 
Ｍｾ＠] 
.l 
1 
! 
.! 
1 
i 
·I 
·I 
l 
I 
I 
I tell my spouse hm·T w·onderful he is no matter 11hat he (she) . : 
does. 
I have reason for feeling j ea.lous of one or more members 
of my ｦ｡ｭｩｾｹＮ＠
Ylhen in a group of _people I have trouble thinking of the 
right ·i;hings to talk abou·to 
It seems at times that I 9m the on.ly one in the world 't'iho 
cares about my spouse. 
I"c does not bother me particularly to see a..rdruals suffer" 
No one cares much 't'fh.c.9.t happens- to ypu .. . 
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L'l' 
NT J./,11 
NT 
NT 
NT LT 
NT LT 
N'r LT 
NT LT 
NT LT 
NT LT 
N'.e I/I.' 
NT 
NT LT 
NT 
NT LT 
IJ.' 
'l' VT 
VT 
T VT 
T VT 
T VT 
T VT 
T VT 
T VT 
T VT 
VT 
T VT 
T .VT 
T VT 
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13. 
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15 .. 
16. 
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19o 
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I 1)lush no mo1.,e often than ｯｴｨ＼ｾｲｳＮＬ＠
I· am easily embarraGsecl# 
I 'm so busy e·very day and there is so lit Ｍ ｾｬ･＠ time 1 it is 
unfair of y-our Bpouse to ask you to drop everything and pay 
attention to him (her)., . · 
I am ｡ｬ ﾷ ｾＧｬ｡ｹｳ＠ trying to cover over for my spouse to ｲｾ｡ｶ･＠ him 
(her) emharrassmen:b .. 
:tviy spouse ··s sv;earing bothers me .. 
No matter hoi•r I 'Gryll I find it extremely difficult to be 
fond· of my spouse. 
I dream frequen·tly o.bout things that are bes-t ｫ･ｰ ﾷ ｾ＠ to 
myself'o 
I have had periods in t'lh:i.ch I carried on ac-tivi·ties ｾ､Ｎ＠ ｴｨｯｴｲｾ＠
kno-rring l a ter 't·1hat I had been doing. 
I try to keep my spouse out of situations ·where he (she) · 
rnigh·t be unfavourably compared i·lith othei•tJ., 
vli thholding love is my ·most effective means of w:Lani ng· ｣ｯｾﾷ＠
Ol)eration., 
I am no-t unusua lly self-conscious., 
The bes ·t pol:lcy is ·bo leave him (her) alone and 1 Gt h.im 
(her) ·cry himself (herself) out .. 
I must constantly shield my spouse from hurtso 
I sometimes feel that I am about to go to pieceso 
I t-rorry qui-te a bit over possible mis fortune., 
.j 
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(30 Item Version) 
rle should like to kno1·1 if you have any other health complaints, and 
·hovl you have been in general, ove:r. the past few \'reeks .. 
Please ansvmr ａｌｊｾ＠ the questions on the following pages, simply by 
underlining the ans1ver 11hich you think most nearly applies to you .. 
Remember that vie want to know about the present and recent complaints} 
not 1;hose which you had many years agoo 
It is important ·tha·t you try to ansvmr ALIJ the questions. 
ｾ Ｎ＠ ｾ＠ . ·. 
:· 
ｾ Ｍ : 
., 
' . 
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. . 
SER!AL NO o · o «> o €l ･ｾ＠ ｾ＠ • • c o Cl o o e e • • • • • " f> o 
. { ... 
Better than 
U:sttal 
r' 
:::· ' • r ｾ Ｍ [' 1 • • 
Same as 
usual 
Less ﾷｾｨ｡ｮ＠
· usual 
2. HAVE YOU RECENTLY LOST MUCH SLEEP OVER WORRY? 
' . ... { Ｍ ｾ Ｍ ;_ '-
Not at all 
. .. ... ,-. 
No . more 
than usual ' 
Rather more 
than usual 
Much less than 
usual 
'T - ·· : .• ' . 
I .. . t •· , . ' 
l.VIuch more 
' than usual 
3. HAVE YOU RECEl\jTLY :SEEN FEELING MENTALLY ALERT AND WIDE AWAKE? 
.. . -· . 
Better than 
usual 
:- .. . .. ,.. .. • . ... .. .. - , __ - ,.. .,. ... -=-- · 
\., ｾ ＮＮ＠ • • • • j • • ' , 
Same as 
usual 
Less alert 
than usual- · 
4o HAVE YOU RECENTLY BEEN FEELING FlJLL OF' ENERGY? 
-- ... -- .. . 
. - - .;' . 
Not at all 
.usual 
No more than 
usual 
Rather more 
than usual 
Much less 
alert 
Much more 
energetic 
5• HAVE YOU RECENTLY BEEN HAVING RESTLESS, DISTURBED "NIGHTS? . 
. ::. . .. --... . Ｍｾ＠ !: ·__ - . ··: : ｾ＠ ｾ＠ ··: . ·: ·: : . . - - . - . . ｾ＠ . 
Not at all No more than 
usual 
Rather more 
than usual 
ｬ｜ｾＱＬＱ｣ｨ＠ more 
than usual 
6. HAVE YOU .RECENTLY BEEN MANAGING TO KEEP YOURSELF' BUSY AND ｏｃｃｵｬｐｉｾｾ＿＠
More so 
than usual 
I • 
' Same as 
usual 
Rather less 
than usual 
Much less 
than usual 
7. HAVE YOU RECENTLY BEEN GETTING OUT OF THE HOUSE. AS IVIUCH AS USUAL? 
ｍｯｬｾ･＠ than 
usual 
·-
Same as 
usual 
Rather less 
than usual 
Much less 
than usual 
. 8. - HAVE YOU RECENTLY BEEf:\T MANAGING AS WELL AS MOST PEOPLE ｾｔｏｕｌｄ＠ IN YOUR SHOES? 
Better than 
most 
·.About the 
same 
Rather less 
well 
Much less 
well 
9. · · HAVE YOU RECENTLY FELT ON THE t\THOLE YOU WERE DOING THINGS WELL? 
Better -than . 
usual 
.About the same Les·s well 
as usual than usual 
Much less 
well 
10. HAVE YOU RECENTLY BEEN ABLE TO FEEL . WARMTH AND AFFECTION FOR THOSE NE.fill 
TO YOU? 
Bett.er than 
usual 
about the . sarne less well 
as usual than usual 
·· Much less 
well 
I_' , 
. . -.:·· .. 
. ' 
., . ｟［ＺＭ＼ ﾷｾＬ＠ ｾ＠ ... J.l .•.... ,gAV.E ,YOU .REXJFiNTLY/·BEEN. . ｊｦＱｩｾｉｎＬｧ Ｎﾷ＠ I;'i; ｾｙＺ＠ Ｌ ［ ｔＮｑＮ Ｚ ｾＨｊ［ｾ＠ ,Ql't ｾ ｗｩｔｊｩ＠ ·.·.· .. . 
. . OTHER PEOPLE? . . . 
'I ｾ＠ ·':' ' >. ｾ＠ ' '\ - ., : ""' ｾｬ＠ ｾ＠ " ,. \ , ..., ,":' """ ｾ＠ ""' ... ., 
ｂ･ｴｴ･Ｑｾ＠ than 
usual 
About · the same Less well 
- . .• i as . t'tsual ' '. than . usual 
· Much less 
well 
; 
; ｾＲＮ＠ · ·.HAVE YOU RECENTLY FELT THAT. YOU . ARE. ｐｬｴｾｔｉｎｇﾷＮ＠ A. USE!fUL PARfJ.1 ••. ｾ＠
IN ｔｈｉｎｾ＿＠ .. . .. 
:Nioi"e so 
than usual 
t ｾＭｾ＠ ;:i. ·.} ·.- . ., .. .. . :.t 
Same as 
usual 
' . 
. Ｇｾ＠ . : ..... •, :r ' .... , ｾ Ｚｾ＠ . 
Less useful ·.Much less 
t .han· Ｎ ｵｾｵ｡ｬ＠ . ｵＺ ﾷ ｳ･ｦｵｾ＠
. f , : . . ,· i . .... . • • · ; _, ' Ｍ ｾＭ ＮＮ＠ - . • • 
13. HAVE you RECENTLY FELfJ.• CAPABLE_:'oF _MAKING Ｚｑｉｄｉｓｉ｟ｾｾｾ Ｚﾷ ｊｩｬｬｯｾｾ＠ THINGS? 
ｾ＠ . . ｾｾ＠ l 
14. 
l-iore so 
than usual 
. : Ｍｾ＠ Same · a:? ·. 
. '': · usual · · ·.· 
Less so 
than ·usual 
. - .. _ . 
'- • . .. ... · .. • ! ' • • • or·- •; t ' _--..• ｾＺＭ Ｎ＠ f • - ·· .,.. • • I r ( .. ﾷｾＧｩＢ＠ Ｍ Ｍ ｾｾ＠ • 
Much less 
oapable 
• • - • • ' ｾ＠ • • ... • • " • • • • t • ' • ...... • ' - • - • 
HAVE YOU RECimTTLY FELT CONSTANTLY UNDER. STRAIN?· : · · . 
- ... _ ( 
Not at all Nq · morE:} than ·· R?ther more · Much more 
than usual usual than usual 
···:;·· . • : r • -. - · · ｾ＠
. ' - . 
HAVE YOU RECENTLY FELT YOU COULD NOT OVERCOME DIFFICULTIES? . 
Not ｾｴ＠ all· 
. ..-+. 
No more · - ·' .... Rather more 
than usual than usual 
··Much more 
than usual 
; • • • ·_..,... f : • •"7· -· i •. 
.. ' 16. HAVE. YOU RECENTLY: BEETht FINDING LIFE A STRUGGLE ALL THE TIME? 
... , ,. 
'. 
. . . . . .. : ｾﾷ＠ .. . - '[ ' 
ｬｾｯｴ＠ at all No m0re · Rather ·more 
than usual · ｾ＠ than usual -
_ ... '''" t • • • l 
Much more 
than usual 
. ., . ' . - ') 
HAVE YOU RECENTLY' BEEN ABLE TO ENJOY YOUR ·NORMAL DAY TO DAY 
ACTIVITIES? c · . ·. 
More so 
Ｍｾｨ｡ｮ ﾷ＠ usual 
Same ｾｳ＠
usual 
Less 'so 
. · than-usu,al 
Much less 
than usual 
· 18. HAVE YOU ｒｉｄｊｾｔｌｾ＠ :BEEN TAKINO. THINGS HARD? 
Not at all No more 
than usl,lal 
Rather more · Much more 
ﾷ ｴｨｾｮ ﾷ＠ usual -·: Ｍｾﾷ＠ tha:p. Uf:!ual 
19. 'HAVE YOU RECENTLY. ··BEEThT GErTING EDGY AND BAD ｦｊＮ Ｑ ｬＡｍｐｅｾ＿＠
Not at all . No more than Rather more 
- ｾ Ｍ ｵｾｵ｡ｬ＠ · . t ｾｮＭ usual 
· Much more 
ｴｨｾｾ＠ usual 
20. HAVE YOU RECENTLY BEEN GEH'TING .SCARED OR PANICKY FOR .No· GOOD 
REASON? 
Not:at all No ;more 
than. usual 
' : .Ratlier ｭｯｾ･＠ ... -·  Mtic;h. more 
th:an usual . ·· ·.than usual 
21• HAVE YOU ·RECENTLY BEEN ABLE 'J.l9 FACE UP :ro ·YOUR . PROBLE.VIS'? · ·. 
Mo:re so than 
usual 
·Same as 
usual 
Less a,ble 
than usual 
... 
.. 
· llluch· less 
than usual 
: · .. 
· ' 
,. 
: . . . . ｾＮ＠ ｾ＠
, ,;. I .. ':: ｾ＠
' ｾ Ｚ Ｎ＠ :. . 
. 1·. · 
·.· . ; , . . 
,; 
..... ' 
: " Ｇ ｾ＠ ,· . •::·, · 
'·.APPENDIX ·F. . ｾｻ ﾷ Ｎ＠ : . 
22. HAVE YOU RECENTLY FOUJ)ffi EVEH.Y'l1HING GErTING DN TOP OF YOU? 
Not at all No more 
than usual 
Ra"t;her more 
than usual 
Much more 
than usti.al 
23. 11AVE YOU RECENTLY' BEEN FEELING UNlffiP.PY AND DEPRESSED? 
Not at all No more 
than usual 
Rather more 
than usual 
Mu_ch more · 
than usual 
24. HAVE YOU RECENTLY BEEN LOSING CONFIDENCE IN YOURSETJF? 
Not at -all No more 
. than usual 
Rather more 
·b han usual· 
Much more 
than usual 
25. I1AVE YDU RECENTLY BEEN THINKING OF YOURSELF AS A. WORTHLESS PERSON? 
Not at all No more 
than usual 
Rather more 
than usual · 
Much more 
than usual 
26. HAVE YOU ;RECENTLY BEEN FEELING HOPEFUL ABOUT YOUR .FUTUR.l:h""? 
More so 
than usual 
About the same Less so 
as usual than usual 
Much less 
27. HAVE YOU RECENTLY BEEN FEELING REASONABLY HAPPY, ALL THINGS ｃｏｎｓｉｄｅｆｾ＿＠
More so 
than usual 
About the ｳ｡Ｑｾ･＠ Less so 
as usual than usual 
Much less 
than usual 
28. HAVE YOU RECENTLY BEEN FEELING NERVOUS AJ)ID STRUNG-UP ALL Th'E TIME? 
Not at all No more 
than usual 
Rather more 
than usual 
Much more 
than usual 
29. HAVE YOU RECENTLY FELT THAT LIFE ISN'T WORTH LIVING? 
Not at all No more 
than usual 
Rather more 
than usual 
Much more 
than usual 
30. HAVE YOU RECENTLY FOUNTI AT TIMES YOU COULD NOT DO ANYTHING BECAUSE 
YOUR NERVES WERE TOO BAD? 
Not at all 
• 1 
No more 
than usual 
Rather more 
than usual 
Muoh more 
than usual 
.... ｾＭＭ［ｾｾＮ Ｇ＠
;J 
. l 
· ..... 
. ｾ＠ . 
• > • " • ｾ＠ •• • ｾ＠ • ,.,. • ' ;' •' : ·' . ' I 
APPENDIX G .. 
w 
ｾ＠
Read these statements carefully, one at a time, and un4erline the 
response \·TlL"lch best indicates hm-1 you areo It is most important. t .o 
indicate hot-r you are ＡＡｾ＠ not how you were, nor hol-t you vTould hope 
to be., 
1. 
2. 
4. 
5. 
I fee_l ｭｩｳ･ｲ｡｢ｬｾ＠ and sad 
(a) Yes, definitely 
(b) Yes, sometimes 
(c) No, not. much 
(d) No, not at ·all 
I find it easy to do Ｍｾｨ･＠
things I used to 
(a) Yes, definitely 
(b) Yes, sometimes 
(c) No, not much 
(d) No, not at all 
I get very frightened or 
panic feelings for apparently 
no reason at all 
(a) Ye5; definitely 
(b) Yes, sometimes 
(c) No, not much 
(d) No, not at all 
I have 11eeping spells, or 
feel lil<:e it 
(a) Yes, definitely 
(b) Yes, somtimes 
(c) No, no·t much 
(d) No, not at all 
I still enjoy the things I 
used to 
(a) Yes, defin..i.tely_ 
(b) Yes, sometimes 
(c) No, not much 
(d) No, not at all 
I am restless and can't keep 
still 
(a) Yes, definitely 
(b) Yes, sometimes 
(c) No, not much 
(d) . No, not at all 
7. 
11 dJ 
I get of£ to sleep ･ｾｩｳｩｬｹ＠
\d thout sleep:Ll'lg tablets 
(a) Yes, definitely 
(b) Yes, sometimes 
(c) No, not much 
(d) No., not at all 
I feel anxious when I go 
out of the house on my ovm 
. ｾＩﾷ＠ ﾷｾＮＧ｜＠
(a) Yes, definitely 
(b) Yes, sometimes 
(c) No, not much 
(d) No, not at, all 
I have lost ｩｮｴ･ｲ･ｾｴ＠ in thb1gs 
(a) Yes, definitely 
(b) Yes, sometimes 
(c) No, not much 
(d) No, not at all 
I get tired for no reason 
(a) Yes, definitely 
(b) Yes, sometimes 
(c) No, not much 
(d) No, not at all 
I am more irritable than usual 
• (a) Yes, definitely 
(b) Yes, sometimes 
(q) No, not much 
(d) No, not at all 
I wake early and then sleep 
badly for the rest of the night 
(a) Y'es, def:Lnitely 
(b) Yes, sometimes 
(c) No, not much 
(d) No, riot at all 
l 
·j 
I j 
:j 
1 
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Appendix H 
extension 
Date as postmark 
Dear 
A Research project has begun at this hospital to investigate the presence 
of psychiatric disturbance in spouses of patients disabled as a result of 
a CoVoAc 7 in particular when ｾｲｳｰｨ｡ｳｩ｡＠ is presento 
The project entails interviewing and ｡ｳｳ･ｾｳｩｮｧ＠ patients and their spouses 
if they consent to take part in the studyo The interviews vrill· take place 
in their own home or :some other centre preferred by themo 
Ne are vmrking in co-operation ｾｾｩｴｨ＠ the Hospital Rehabilitation ｕｮｾｴ＠ in 
your area and the patients listed overleaf have been referred as suitable 
for the studyo vie would be grateful if you vwuld agree to the patient 
being asked to co-operate in the studyo 
One of the prea-... conditions of the s-tudy is that there should be no knovm 
psychiatric l:.istory of the spouse bef0!'e the Co VoAo This Ｂｾｲｬｯｵｬ＠ d exclude 
subjects ｜ｾｩ＠ th evidence of marked and ·overt psychiatric symptomatology ·in 
the last five years and received psychiatric treatmento Treatment is 
defined as contact made on more than one occasion vJ'ith psychiatrists, social 
workers, psychologists or any member of a treatment team of any mental health 
facilityo This ｜ｾｯｵｬ､＠ include a, lengthy course of tranquillizers perscribed 
by the family doctoro 
If any of the spouses are in -this category please \..Yould you note this on 
the list. 
Tharuc you for your co-operationc 
Yours sincerely? 
..... 
ｂｉｾｅｎｔ＠ l< HARROW AREA HEALTH AUTHORITY• HllrlROW DlSTHICT•WI'fH "i'H!:: MEO!CAI.. RESE:AHCH ｃｏｕｎｃｩｬｾ＠
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Date as postmark 
Dear 
1\ '!It·· ... V"''l ｾｩＧＢ＠ ｾ＠ i1 ｾ＠ iH' ｾ＠ ｴｦｾ＠ !\?'" ｾｾ＠ P t'"')llt."' L" ＢＧｾ＠ ＢＢＧ ﾷ ﾷｷｾｾ＠ 'l'''";'" ft u ll\h . ＬｊＧｲＮｾＢｓ＠ E ｦｾ＠ \h.; ｬｦｻ､ｯﾷｾ ﾷｾ Ｎ＠ r,-··C'"-'\ ｾｾＧ､ＢＧｬＭｴＮ＠ ｾ Ｍﾷ ｈＮＮＮｊｾ ＺＺｾｫ Ｇｾ＠ f ｾ＠ ｩＢＭＧｾｐＬＮＬＮＬ＠
1-U\fD CUNfCAL fiESE.L\RCH CENTBE 
Watford Road Harro·.v Midcllesex HA 1 3UJ 91-864 53.1 i 
extension 
A Research . project has begun at this hospital investigating the effects 
a stroke has on the patient v s spouse and familyo 
Wives and husbands of people who have had a stroke often mention that they 
-vmuld have benefited from counselling or opportunities to meet with others 
1r"lhO are in a similar positiono vJe hope to find in this study vlhether there 
is a need to organise such ｡｣ｴｩｶｩｴｩ･ｳｾ＠ l"1e also want to find out what the main 
problems are since the onset of a stroke. 
\fe \'lOUld be very grateful if you vmuld agree to take part in this studyo 
We vmuld like to see you both either at home or, if you prefer, at some 
other local centre so that He can carry ou·t some assessments and also ask 
you both some ｾｵ･ｳｴｩｯｮｳｯ＠
Please would you fill in the slip beloVT? or telephone 864 5311? extension 
2644 as soon as is convenient<> 
Yours sincerely, 
••••••••••••ｯ････ｯ•ｯｯ･ｲｯｯｃｉｏｯｏｯ＼＾･ｯ･ｯｾ＾ｯ･ｯｯｯｯ•••••ｯｯ•••••••ｯ････ｯ•••••••Ｎ•＠
I am able/unable to participate in this stuqy. 
NAME 
ADD HESS 
..... . 
B11EN1' t. H/tBROW AREA HEALTH AUHlORITY • HAHROW DlSTBICT•i'i riH THE MEDlCJI.l ｆｩｅｓｅａＡｾｃＡｩ＠ COU!·I:.":II .• 
; ,_ 
, ... ', . 
.. 
: 
ｾ Ｎ＠
• ·'.s: 
... : . . 
Patient 
ﾷﾷ ﾷ ＭＭＭＭＭｾ＠
----------· -· 
Group A n = 8 
Group B n - 28 
Group c n ;:':: 43 
Group A" n = 8 
Group B n = 28 
Group C . n = 43 
Relig_ion ｯｦｾ＠
Protestant 
Jewi.sh 
Roman Catholic 
Hindu 
Muslim 
Other e.g. 
spiritualism 
None 
ｹｯｾｾｾｾ＠ conditions 
Group A n = 8 
Group B n = 28 
Group C n = 43 
TOTAL n = 79 
.. · ..• -: ｾ ﾷ＠ ｾＮ＠ . 
- .'_ , ·.,·' 
t · •• ｾ＠ .,. • . '. ﾷ ﾷ ｾ＠
Country of Origin 
6 
Ｒｩｾ＠
38 
2 
3 
3 
0 
1' 
2 
. 0 
0 
0 
·---'---------'----_..... _____ _ 
1_B_r_i t_l_· s_:_r __ ｳｬｾｳ＠ I ｏｴｨ･ｲﾷ｟ ﾷ ｅ｟Ｚ｟ｯ｟ｰ｟ｾ｟｡ｮＮＮ［｟Ｎ ﾷＭＫＭＭ ａﾷ｟ｳ｟Ｚ｟｡｟ｮＭＭｴＭ Ｑ＠ Afr:ean ·-i 
ｾｾ＠ I ｾ＠ ｾ＠ ＭｾＭＭＭＭ
Group A n ｾ＠ 8 
. 37-5% 
37.5% 
12.5% 
-
-
-
12.5% 
House 
5• 
16 
29 
5o 
3 
3 
1 
\ 
1 
Flat 
hou 
in a 
2 
2 
4 
8 
se 
Group B n = 2BI_Gr0up . C :i.1 = 43 
72% 20 65% 28 
7% 2 7% 3 
14% 4 5% 2 
3.5% 1 2% 1 
- 2% 1 
f 
- 5% 2 . 
3.5% 1 - 14% 6 
-
Flat in a Rooms Bungalow r 
block 
1 0 0 
9 0 1 
7 l 2 
17 1 ｾ＠
.-J 
• . ｾ＠ ....... ｾ＠ J. 
---- --
--- -----
• • ! .. 
• , 1, 
:·:._ ... 
·.. ｾ＠ . } . 
, .· 
.· ,· · · 
'·, ... . 
ｾ＠ • r 
; : ·.· 
ｾ Ｍ
ａｰｹｾｾ､ｩｸ＠ K (contd.) 
----·--· ------·--..---Owner occupj.ed Rented 
___________ ....__-! 
Group A n = 8 
Group B n =. 28 
Group C n = ｌｾＳ＠
TOTAL n = 79 
---·---- ----l 
87.5% 
61% 
ｾＷＥ＠
67% 
·Group A v B 
Group A v C 
Group B v C 
7 
17 
29 
53 
.323. 
ＮｊＮｾＸＸ＠
2 
X 
--------
p :> .05 
p > .05 
12.5% 
39% 
33%. 
33% 
.106 df = 1 n.s. 
1 
11 
Jl+ 
26 
Spouse & patient alone Spouse, patient & others 
Group A 
n = 8 
Group B 
n = 28 
Group C 
n = 43 
-·-----------· 
5 3 
18 10 
24 19 
Group A v B 1.000 = p). .05 · 
Group. A v C 1.000 = p > .05 
2 Group ·B v C x = .173 df = 1 n.s • 
. Dependants. 
·-
No dependants 
_ __,. 
Group A n = 8 
Group B n = 28 
Group C n b 43 
2 
7 
10 
6 
21 
33 
Group A v B 1.000 = P> .05 
Group A v C 1.000 
Group B v C x2 
P.> .05 
.013 df = 1 n.s. 
: .··• :; .. ｾ＠ . ｾ ﾷ＠ _· .. :,;. ' 
. ,
Appendix L 
Help patterns (:i,.nitial grouping) 
. .. . ﾷ ﾷｾＮ＠ . ·. :::... 
At initial crisis pattern of help 
None: 
Children: 
Family: 
Others: 
Group A v B p = 1.000 n.s .; 
Gr·oup A v C ｾ＠ • 773 n.s .; 
Group B v C x = 0.221 df = 1 n.s. 
Group A v B p 
Group A v C p 
Group B v C x2 
-· ]_ .000 n. s. 
l.OOO n.s. 
.000 df = 1 n.s. 
Group A v B p .217 n.s • 
. Gro11p A v C p ::: ＮＱｾＵＱ＠ n.s • 
Group B v C x2 = 0 • .312 df = l n.s. 
Group A v B · p = 1.000 n.s. 
Group A v C p = l.OQO n.s. 
Group B v C x2 = 2.063 df = 1 n.s. 
Convalescent period 
None: 
'Children: 
Fami.iy: 
Others: 
Group A v B p = .335 n.s. 
Group A v C p .655 n.s. 
Group B v C x2 .J88 df = l n.s. 
Group A v B p .505 n.s. 
Group A v C p .395 n.s. 
Group B v c p . ooo .. df = 1 n.s • 
Group AvB p 1.000 n.s. 
Group AvC lc-000 n.s. 
Group B v C ｘｾ＠ .ooo df = l n.s. 
Group A v B p 1.000 n.s. 
Group A v C p · .960 n.s. 
Group B v C x2 = 0.184 df l n.s. 
Laterality grouping 
At initial crisis pattern of help 
None.: Group Al v Bl p .927 
Group Al v Cl p = .373 
Group Al v C2 p .500 
·Children: Group Al v Bl p 1.000 
Group Al v Cl p = .000 
Group· Al v C2 ｾ＠
-· 1.000 
Group Dl v C1 x .060 df = l 
ｇｲｯｾＱｰ＠ Bl v C2 x2 .018 df = l 
Group Cl v C2 x2 .016 df = 1 
... 
·, 
'' 
. . 
. . 
. .. 
. . 
i :• 
... ａｰ［･･ｾｾ＠ Ｈ｣ｯｮｴ､ｾＩ＠
. ... 
Family: Group Al v B1 p = .315 
Group A1 v Cl p = .534 
.. 
Group il v 02 = ＮＳｌｾＱ＠p 
... 
Group Bl v C). p = 1.000 
Group Bl v · C2 p = 1.000 
.. Group Cl v Q2 p = 1.000 
! _ , ' .. 
O·Ghers: Group Al v B1 p = 1.000 
. ( - _ 
Group Al v Cl .774 . ' p = 
Group .Al v 02 p = 1.000 
Group B1 v Cl x2 -- .263 elf= 1 
·'' Group B1 v C2 x2 = .012 df'. = 1 
ｇｲｾｵｰ＠ y1 v C2 p = .734 
. .Qonvalescent :eerio_9; 
None: Group Al v ·Bl p = .593 
Group .Al v Cl p = 1.000 
. ' Group Al v 02 p = .624 
\, : Group B1 v Cl x2 = 1.500 df = 1 
Group Bl v 02 p = l.OOQ 
Group Cl v 02 p = .248 
Children: Group Al v Bl p = .508 
Group .Al v Cl p = .745 
Group .Al v C2 p = 
.1Jt9 
Group Bl v Cl x2 = .ooo df = 1 
Group B1 v C2 x2 = .018 d.f = 1 
Group Cl v 02 x2 .016 df = 1 
.Family: Group il v B1 p = 1.000 
Group Al v C1 p = 1.000 
Group A1 v 02 p = .980 
Group B1 v C1 ｾ＠ = 1.000 
Group B:;L v C2 x = .005 d.f = 1 
. , Group Cl v C2 x2 = .000 df = 1 
. . 
Others: Group A1 v B1 p =.1.000 
Group .Al v 01 p = • 768 
Group Al v C2 p = .921 
Group B1 v 01 x2 = .026 d.f = 1 
Group Bl v C2 x2 = .018 d.f = 1 
Group Cl v C2 x2 .000 df = 1 
t·. ｾ Ｍ Ｇ＠ .... ｾ＠ . 
., 
Appendix M 
Communication Pattern 
. ' : Ｚｾﾷ＠ · .... ':'... 
Using the initial grouping ___ , .-
None: 
Patient: 
Children: 
Others: 
Group AvB p 
Group AvO p 
Group B v C x2 = 
Group AvE p 
Group AvB p = 
Group A v C p --
Group B v C x2 
Group A v B p = 
Group A v C p 
Group B v C x2 
Using the ｬ｡ｾＮｾｲ｡ｬｩ＠ ty grouping 
None: Group Al v Bl p 
Group Al v Cl p 
. Group Al v- 02 p 
Group Bl v Cl p 
Group Bl v C2 x2 
Group Ol v 02 p 
Patient: Group Al v Bl p 
Group Al v Cl p 
Group Al v 02 p 
Group Bl v Ol p 
Group Bl v C2 ｘｾ＠
Group Cl v C2 .x2 
Children: Group Al v Bl p 
Group Al v Cl p 
Group Al v C2· p 
Group Bl v Cl x2 
Group Bl v C2 x2 
Group 01 v C2 x2 
Family: Group Al v Bl p 
.621 n_.s. 
• 762 n. s. 
.013 df ::: 1 n.s. 
.918 n.s. 
.105 n.s. Family: 
• 919n.s. 
1. 721 df = l n.s. 
= 
.675 n.s. 
• 773 n.s. 
.000 eli' = l n.s. 
.9'18 n.s. 
1.000 n.s. 
1.000 n.s • 
.908 n.s. 
.005 df ::: 1 n.s. 
1.000 n.s. 
.972 n.s. 
.1341 n.s. 
.J30 n.s. 
.009 n.B. 
3-037 df l n.s. 
.033 df' 1 n.s •. 
.297 n.s. 
1.000 n.s .. 
ＱｾＰＰＰ＠ n.s. 
1.706 df 1 n.s. 
1.661 df l.n.s. 
.006 df l n.s. 
1.000 n.s. 
Group Al v C1 p. = • 756 n.s. 
Group Al v 02 p 1.000 n.s. 
Group Bl v Cl p .699 n.s. 
Group 131 v C2 x2 .062 di' = l n.s . 
Group Cl v C2 p • 6.52 n.s. 
Group A v H p = 1. 000 
· n.s . 
Group A v C p = ·1.000 
n.s. 
Group B v C x2 = .012 
df = 1 n •. s • 
A:rwnnd:i.x M ( contd .• ) 
Others: Group Al v Bl p .flhS n.r,. 
Group .A1 v Cl. . . p .. ﾷＺ ｾＢＧ Ｚ＠ 1 ｾ＠ 000 . 
. -:--:-·; 
Group Al v C2 p -· .. 980 n.s. 
Group Bl v C1 p .f364 n.s. 
Group B1 v C2 x2 .007 ·elf = 1 n.s·. 
Group C1 v C2 .p = 1.000 n.s • 
. ,
' . : . . Ｎｾ＠ . .. . · ... 
· ' · ' : " ly 
1· .. • 
' ｾ＠ .. 
ｾＱ＠ Adjustment Scale Global Ratings 
ysing the initial ｾｲｯｵｰｩｮｧ＠
..- Work: Group A v B u = ＱＱＱｾＵ＠ z = -. 717 n. s • 
Group B v C u = 294.5 z = 1.874 n.s. 
Group A v 0 u = 116 z = .• 676 n(ls. 
Social and Group A v B u = 116 z = -.154 n.s. 
Leisure: Group A v C u = 11J.5 z = 1.557 n.s. 
Extel}.ded Group A v B u = 84 z = 1.159 n.s. 
Family: Group B v C u = 575 z = .340 n.s. 
Group ·A v C u = 113 z = 1.,642 n.s. 
Marital: Group A v B u = 102 z = .392 n.s. 
Parental: Group A v B u = 16 z = -.180 n.s. 
Group B v C u = 52.5 z = 1.535 n.s. 
Group A v B u = 118 z = -.235 n.s. 
Overall: Group A v 0 U = 109 • .5 f z = l.n84 n.s. 
Laterality ｇｲｯｵｰｾｮｧ＠
Work: 
Social and 
leisure: 
Ex:tended 
family: 
Marital: 
Group Al v Bl 
Group Al v Cl 
Group Al v 02 
Group Bl v C1 
Group B1 v 02 
Group Cl v 02 
Group .A1 v B1 
Group .Al v C1 
Group .Al v C2 
Group B1 v 01 
Group Cl_ v 02 
Group .Al v B1 
Group .Al v Cl 
Group .Al v C2 
Group B1 v 01 
· Group B1 v 02 
Group C1 v C2 
Group Al v B1 
-Group .Al v Cl 
Group B1 v Cl 
Group Cl v C2 
u :: 53.5 
u = ＡｾＹＮＰ＠
u = 68.5 
u = 115.0 
u = 133 
u = 144 
u = 71 
u = 59 
u = 112.5 
u = 130.5 
u = 136 
u = 101 
u = 63 
u = 108 
u = 181.5 
u = 269 
u = 165 
u = 90.5 
u = 71 
u = 135 
u = 138.5 
z = 1.142 n.s. 
z = o.ooo 
z = -.352 
z = 1.127 
z = 1.668 
z = .480 
z = .763 
z = -.h71 
z = -1.387 
z = 1.617 
z = 1.310 
• z = -.661 
z = - .799 
z = -1.217 
z = .177 
z = .657 
z = .l.t-63 
z = -.141 
Z = -1eh34 
z = 1.528 
z = 1G257 
. - -: . . . Ｍﾷｾ＠ ｾ＠ ... · ..• ｾ Ｍ . .• 
ＮＡｲ･Ｎｅ･ＺｱＮ､ｾ＠ Ｈ｣ｯｮｴ､ｾＩ＠
Paren·bal: Group .Al v Bl u = 12 z = o.ooo 
Group Al v Cl u = 10 z 
-140 
Group Al v C2 u =·15.5 z = -o391 
Group Bl v ｃｾ＠ u = 23 z = .611 
. Group· Bl v C2 u = 26.5 z .962 
G:r•oup C1 v C2 u = 25 z = . .?96 
Ove:r•all: Group Al v B1 u = ?5.5 z = o565 
.. Group Al v Cl u = 62:5 z = -.732 
Group Al v C2 u = 112.5 z = -1.ho6 
Group Bl · v Cl u = 124 •. 5 z = 1.820 
Group 01 v C2 u = 140.5 z = 1ol93 
-· . . 
. .• . Ｎ ｾ＠
'-- t ｾ＠ . •• ' . 
I ', 
. "i,' 
ｾ ﾷ＠ I • • 
. ﾷ ｾ＠ : .. 
.Anal:Vsis of assessment results - spouses ｧｲｾｵｰ･､＠ according to the 
laterality -of ｴｨｾ｡ｴｩ･ｮｴ Ｑ ｳ＠ lesion 
. ' i) ｅｹｳ･ｾ｣ｫ＠ Personality Inventory 
E scale there is no signi£icant difference proven between the 
groups 
Group Al v Bl t .457 df = 28 n.s. 
Group Al v Cl t .930 df = 20 n.s. 
Group Al v C2 t .134 . df .= 29 n.s. 
·Group Bl v Cl t .742 df = 36 n.s. 
Group Bl v C2 t • 899 df = 45 n.s • 
Group Cl v C2 t = 1.578 df =· 37 n.s. 
N scale ·Ghere is no signLficant difference between. the groups 
Group Al v Bl t = 
Group Al v Cl t = 
Group Al v C2 t 
Group Bl v Cl t = 
Group Bl v C2 t 
Group Cl v C2 t = 
.. 058 df = 28 n.s. 
ＮＱｾＫ＠ df = 20 n.s. 
.269 df = 29 n.s. 
.093 df = 36 u.s. 
:481 df = 45 n.s. 
.493 · df = 37 n.s. 
. ii) Hostility and Direction of Hostility Questionnaire 
Hostility 
There is no signif:Lcant differenc.e proven between the groups 
Group .A1 v Bl t = .433 df = 27 n.s. 
Group·Al v C1 t = .818 · df = 19 n.s. 
Group Al v C2 t .701 df = 29 n.s. 
Group Bl v Cl t .505 df = 34 n.s. 
Group Bl v C2 t = 1.570 df = 44 n.s. 
Group Cl v C2 t -= 1.984 df = 36 n.s. 
Direction of hostility 
Group Al v B1 
Group Al v C1 
Group Al v C2 
Gr.oup B1 v C1 
Group Bl v C2 
Group Cl v C2 
t .330 
t .392 
t .472 
t = .195 
t = 1.223 
t = 1.866 
df = 27 n.s. 
df = 19 n.s. 
df = 29 n.s. 
df = 3L. n.s. 
df = 44 n.s. 
df = 36 n.s. 
. ' 
' ! 
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'iii) Boles ·Attitude ｑｵ･ｳｴｩｯｮｮ｡ｾ･＠
Unrealistic attitudes 
There is no significant difference between the groups 
Guilt 
Group .Al v Bl t = .862 
Group Al v 01 ·· t = .1.072 
Group Al v 02 t .096 
Group·Bl v 01 t .381 -
Group Bl v 02 t = 1.209 
Group Cl v C2 t =-l.}.j.88 
eli' = . 28 n. s • 
eli' = 20 n.s. 
eli'= 29 n.s. 
df = 36 n.s. 
d.f ='45 n.s. 
d.f = 37 n.s. 
There is no significant difference between the groups 
Group Al v Bl t = .539 d.f = 27 n.s • 
Group .A1 v Cl t = .10.5 df = 20 n.s .. · 
Group Al v C2 t .}-J.l9 df = 29 n.s. 
Group Bl v Cl t .584 eli'= 35 n.s. 
Group Bl v 02 t ::: :337 df = 44 n.s. 
Group 01 v C2 t . • 375 elf = 37 n .. s. 
ｒ･ｪ･｣ｾｩｯｮ＠
There is no significant ､ｩｦｾ･ｲ･ｮ｣･＠ between the groups 
Group Al v B1 t .380 elf= 27 n.s. 
Group .Al v 01 t = .310 df = 19 n.s. 
Group A1 v C2 t • 086 d.f = 28 n.s • 
Group ·B1 v 01 t .073 df = 34 n.s. 
Group B1 v 02 t .348 df = 43 n.s. 
Group 01 v 02 t .324 df = 35 n·.s. 
iv) General Health Questionnaire 
There is no significant dif.ference proven between the groups 
Group Al v Bl p 
Group JU v 01 p 
Group Al v C2 p 
Group Bl v OJ.: x2 
Group Bl v 02 :x:2 
Group 01 v 02 x2 
.1.1-47 n.s. 
= 1.000 n.s. 
= 1.000 n.s. 
= 3.350 d.f = 1 n.s. 
= 1.080 df = 1 n.s. 
.}-J.07 df = 1 n.s. 
. · .. -·. 
I •o • ｾ＠
: . . ｾ＠ : . . : . :t .•.. . , . 
v) Wakefield De.12ression Inventory 
vi) 
l There is no ｳｩｧｮｩｾｩ｣｡ｮｴ＠ dif.ference between ·the groups 
Group Al v Bl p = loOOO n.s. 
Group Al v C1 p = 1.000 n.s. 
Group Al v 02 p = 1.000 ｮｾｳＮ＠
Group B1 v Cl x2 = .111 d.f 1 n.s. 
Group B1 v C2 x2 ·= .015 df = 1 n.s. 
Group Cl v C2 x2 = .033 df = 1 n.s. 
ｈ･ｬＺｉｾ＠ Patterns ,  .... . 
As in the previous classification, there is no significant 
dif.ference proven between the groups in terms of pattern .of. aid ﾷｾ＠
in the initial crisis or long term convalescent period (see 
Appendix L·for ｮｯｮＭｳｩｧｮｩｦｩ｣ｾｴ＠ results). Children were again 
the most frequently named group in providing help. 
The number of sources available to provide help produced no 
significant ､ｩｦｾ･ｲ･ｮ｣･ｳ＠ either - the 1najority havDlg only one 
sm;t.rce of help e 
vii) Communication Patterns 
There was no .significant difference proven bett·reen the groups in 
the pattern of communicants (see Appendix: M for ｮｯｮｾｳｩｧｮｩｦｩ｣ Ｎ ｡ｮｴ＠
results) or in the number of. so"Urces avaiJ.,able for comnmnication 
Group .A1 v Bl u = 123.5 z -1.791 n.s. 
Group Al v Cl u = 63.5 z = - .858 n.s. 
Group Al v C2 u = 109.5 z = -1.288 n.s. 
Group Bl v C1 u = 159.5 z - .84b n.s. 
Group Bl v C2 u = 282.5 z = • .'374 n .. s. 
Group Cl v C2 u = 194.5 z = - ＮＴＱｾＳ＠ n.s. 
.. .. •_ 
